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Greeting to the Members of the American 
Hospital Association 
\X/ cur own the future may bring, and much of this is in 


our own hands, we have an advantage in that we are 
entering 1933 from a good ''take-off." 

Founded and operated on sound principles, the American 
Hospital Association has come through |932 stronger than ever, 
and it is an active, not an inert, strength. 

The membership has increased and the financial position has 
been soundly consolidated by the bond issue, oversubscribed by 
the members. 

With such a reassuring background we can reaffirm our faith 
in the future and have courage to face what will inevitably be 
another difficult year, in the hope and confident expectation 
that great things are in store for the hospitals on this continent 
when the clouds of depression have rolled away. 

It is under conditions such as these that we realize we cannot 
live to ourselves alone, and that we of the hospital world need 
each other for counsel, guidance, and encouragement. 

This need can best be met through our state, provincial, and 
geographical associations and from the annual meeting of the 
American Hospital Association to be held at Milwaukee in 
September. 

To all our members | wish a happier and a healthier New 
Year. 

GEORGE F. STEPHENS, M.D. 
President 


—_———— ee 
“ 











Group Hospitalization 


No subject at this time is engaging a larger interest among hospitals, 
their boards of trustees, administrators, and staffs, than group hospitaliza- 
tion. Practically every hospital on the continent is considering carefully 
the feasibility of some sound plan and the benefits which might be derived 
from its adoption. The Council on Community Relations and Adminis- 
trative Practice of the American Hospital Association is going to devote 
its major effort this year to an analytical review and study of group 
hospitalization. 

The editors of the BULLETIN have arranged a symposium on group 
hospitalization in this number presenting the viewpoints of authorities on 
this subject and the theories for working out the plan which they indorse. 

Any hospital which has not already adopted a successful plan must 
view group hospitalization as an experiment of large importance and 
should be very careful in accepting any plan without surrounding it with 
every safeguard that will protect the interest of the hospital. It would be 
extremely wise for any hospitals interested in the plan to have their 
attorneys look into the legal aspects and determine definitely whether the 
contemplated plan complies with the insurance laws of their respective 
states. The hospitals must assure themselves that the contracts that they 
are becoming a party to can be executed by them. They should avoid to 
as large an extent as possible converting a plan altruistic in its purpose 
into a commercial venture of doubtful value. 

It is reasonable to believe that group hospitalization adopted upon a 
sound basis will prove a satisfactory solution to many of the economic 
problems of our hospitals. It is altogether possible that a good plan of 
group hospitalization may be applied in any community, rural or metropoli- 
tan. Those plans which have been suggested and those that are in suc- 
cessful operation have enabled the patient to distribute the cost of his 


[7] 





THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


hospital care over long periods and to make that care available when it is 
needed without the embarrassment of confronting an expense beyond his 
ability to pay at the time of his discharge from the hospital. 

The plan has in many instances increased the bed occupancy of hospitals 
where it is in operation. It has provided a steady and assured income for 
the hospitals which in the aggregate has amounted to an important part ot 
the hospitals’ income. 

Its larger value in many instances has been in increasing the com- 
munity’s confidence in and the community’s amity toward its institutions. 
In those cities and communities where it has been followed for any length 
of time, and where the plan has been a sound one, it has been a source of 
satisfaction to the patient, to the physician, and to the hospital. In a 
great many cases it has successfully met existing economic conditions 
to the advantage of both the patient and the institution. It has been 
adopted largely for that class of people who are gainfully occupied, with 
the result that in these particularly unsatisfactory times the incidence of 
hospital care in this class is undoubtedly much reduced. 

What effect changing conditions that would improve the economic status 
of the general public would have on the plan is conjectural. In all proba- 
bility the incidence of hospitalization among those assured would be 
materially increased. 

Although actuarial data may be sufficient to determine rates under exist- 
ing conditions, this is unquestionably subject to change with the changing 
phases of our economic life. A rate established today might be ridicu- 
lously low and possibly unsatisfactory in the future. But the theory of 
group hospitalization is sound, and when sufficient statistical data have been 
assembled, after due trial covering a proper period of experimentation as 
to rates, etc., there is little question but that the plan will be adopted 
extensively. 
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EDITORIALS 


The Committee on the Costs of Medical Care 


The Committee on the Costs of Medical Care, headed by Dr. Ray Lyman 
Wilbur and composed of some fifty leading citizens of the United States 
representing hospitals, physicians, dentists, public health workers, social 
service workers, representatives of other organizations, and the general 
public, has just completed its five year program of research and closes its 
labors on January 1, 1933. 

Its final report with its conclusions and recommendations has been 
issued in book form under the title of Medical Care for the American 
People, published by the University of Chicago Press. 

The study has its value because of its presentation of known facts and 
because it goes a long way toward suggesting solutions of one of the 
important problems facing the American people today, and that is, the 
problem of securing for all people adequate medical care at a cost which 
can reasonably be met by them in their respective economic stations. 

This report should receive the intelligent study and earnest considera- 
tion of all hospital-minded people, members of the medical and dental 
professions, and the general public. 

We may not all agree with the principles or the theories advanced, or 
with the solution suggested by this eminent committee. But there are many 
things in the report which will appeal to all persons viewing the study and 
the recommendations dispassionately and from the standpoint of the in- 
terest of the patient, which is and always will be the first concern of the 
medical profession and the hospital. 

Certainly there must be some readjustment of existing practices if we 
are to discharge in a full measure our responsibilities to the sick, and 
more especially to those in the lower levels of wage-earners and if our 
hospitals are to survive. It is possible that changes in economic policies 
approaching a revolution will be experienced by both the medical profes- 
sion and the hospitals in the near future. We can all agree upon the 
major policies recommended in the report as advancing the ultimate 
solution of many of our problems, even if we do not indorse some of 
the practices suggested for their attainment. 

The committee has made a consistent effort to reconcile conflicting in- 
terests in the prevention, treatment, and control of disease. What is 
suggested in theory may not be satisfactorily applied in practice. In- 
dividual interests will find many things to complain of, both in the 
conclusions and in the recommendations of the committee. But, based 
upon the facts which the repert presents, and upon an intensive study of 
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conditions economic and social which we all realize exist, there must be 
possible a meeting of the minds of all who are interested (hospitals, 
physicians, public health workers, and the general public) which will ad- 
vance the satisfactory solution of many of the serious problems that are 
confronting all of us today. 

The report has distinctive merit in that it analyzes both causes and 
conditions and gives to the public and to the profession a definite knowl- 
edge of some of the errors of the present system and suggests reasonable 
solutions for the correction of many of them. 


Veterans Hospitals 


Almost three years ago the American Hospital Association protested 
against the widely-expanding program for the building of hospitals for the 
care of veterans and the increasing appropriations for the maintenance of 
these hospitals. It suggested a wide departure on the part of the Govern- 
ment from its sound program adopted following the close of the war after 
careful study and survey for the care of disabled veterans. An editorial 
in the July 1930 BULLETIN contained these statements : 


“The Government program for new hospital construction has reached a 
point where it is a matter of grave concern and should be given serious 
consideration, not only by the federal authorities, but by all hospital peo- 
ple. The sound program based upon the incidence of illness among those 
for whose care the Government is responsible, with due regard to the 
proper distribution of special hospitals for the care of the different classes 
of disease and the establishment of one or two medical centers with all 
the facilities for the reconstruction of those suffering from physical dis- 
ability, has been surrendered. . . . This situation constitutes a forcible 
argument and a serious threat for the establishment of state hospitaliza- 
tion and state medicine. The unit cost of operation of these hospitals 
when all the incidental expense is taken into consideration is far in excess 
of the cost of the efficient care and treatment given in the non-governmental 
hospitals. . . . The annual appropriations for the maintenance of these 
hospitals are becoming larger each year, with no definite idea as to where 
they will end. That the government hospitals are coming into direct com- 
petition with non-government hospitals is apparent.” 

This protest and the editorial which followed it attracted the interest 
not only of those in authority in our Government but of our voluntary 
hospitals, the medical profession, and those of our citizenry who are 
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interested in the economical disbursement of the government revenue. The 
statements contained in the protest were founded on facts and have been 
proved, without exception, by the experience of the past few years. 

The American Hospital Association has always insisted that the disabled 
veteran suffering from illness or disability incurred in or as a result of 
his service should be given the best of care. It has been opposed to the 
indiscriminate hospitalization of veterans whose illness or disability was 
not connected with the service and for whose care the Government was 
not responsible to any greater extent than it would be responsible for the 
care of any citizen. 

The Medical Society of the State of New York, through its Committee 
on Medical Economics, asks the codperation of the physicians and their 
friends in bringing to the attention of the Federal authorities the abuses 
of the program for the care of the veteran. An editorial in the Bulletin 
of the Medical Society of the County of Kings has this to say: 


“Government, following no set plan, has entered upon the provision of 
medical benefits for the veteran regardless of his need for assistance, his 
earning power, or whether his medical needs are dependent upon dis- 
ability, real or theoretical, incurred in line of duty or subsequent thereto. 

“Veterans administration hospitals are definitely competing with hos- 
pitals now in existence, and with the work of the individual practitioner 
of medicine. All of those who were disabled during the war or who are 
suffering from any disability of a nature making it at all likely that the 
disability originated during the term of service should be freely and gen- 
erously provided for. Hospitalization of veterans for non-service- 
connected disabilities should be discontinued, not only because it is waste- 
ful but because it is class legislation, and as such is unfair to the rest of 
the population of the country. 


Savings of lederal expenditures resulting from the elimination of 
subsidies of all kinds to ex-soldiers who are not suffering from war dis- 
abilities it has been estimated would exceed $450,000,000 a year. It has 
also been estimated that about 12 per cent of the present capacity of 
veterans bureau hospitals would now serve war-disabled veterans and serve 
them well.” 

The unfair competition, which through its hospitalization program the 
Government imposed upon our voluntary hospitals and upon the medical 
profession, has been condemned by the American Medical Association, the 
American College of Surgeons, and many large national organizations of 
our citizens. It is particularly significant that during the thirty-three years 
following the close of the Spanish American War the Government has 
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disbursed to the veterans of that war more than its entire disbursements 
for the conduct of that war and that up to the present the amounts dis- 
bursed for the hospitalization of the veterans, relief of veterans, com- 
pensation, and other expenditures have equaled almost one-half of the cost 
of the conduct of the World War. Seventy per cent or more of the 
admissions to veterans hospitals during the past year were veterans whose 
disabilities were not connected with their service. 

The American Hospital Association wants every sick and disabled 
veteran cared for promptly but believes that both the veteran and the 
Government would be best served if this care were given in a hospital of 
his own choice and near his home and family. 
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Hospitals and the Staff 


Economics of the Healing Art 
FRANKLIN H. MARTIN, M.D. 


Director-General, American College of Surgeons, Chicago, Illinois 


HE HEALING ART, with its economic confusions, involves the follow- 
ing fundamental factors: (a) the practitioner; (b) educational qual- 
ifications and facilities; (c) the patients—the public; (d) the most 
important environmental service—the hospital; and lastly (e) competitive 
factors. 
THE PRACTITIONERS 

Long before Hippocrates there were practitioners of the healing art. 
Twenty-five centuries ago the father of the art, the science, and the social 
and ethical amenities of medicine made his pronouncement. Century after 
century since that time, the nations of civilization and of culture have 
recognized the healing art as a leading learned profession. Medicine de- 
veloped as an art, and steadily, by added knowledge, it has become a science 
as well. 

Scientific medicine has achieved supremacy because of its great benefits 
to mankind. Its enviable position has attracted imitators and now more 
than one-third of the so-called “cost of medical care’”’ in the United States 
really pertains to some type of service rendered by irregular practitioners 
and patent medicine vendors. 

EDUCATION 

An individual who aspires to the degree of M.D. and a license to prac- 
tice scientific medicine must submit to an education that is conducted 
under a definite schedule of the highest requirements. A _ preliminary 
primary and college training is insisted upon before he may be accepted 
as a mairiculate in an approved medical school; then follows a strenuous 
course of from four to six years in the fundamentals of scientific medi- 
cine, in clinical medicine and surgery, in bedside instruction, in hospital 
practice, in diagnostic technique, and in the amenities of ethical conduct 
and social usage. 

THE COST 

Current discussion of the high cost of medical treatment has revealed 
much misinformation. 

The preliminary report of an organization that is interested in medical 
problems estimates the total annual cost of medicine in the United States 
at approximately $3,500,000,000. This includes medical and hospital care, 





dentistry, and public health activities—all forms of regular and irregular 
service to the ill and injured. 
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Compared with other essentials of living, the cost of scientific medical 
care is not excessive. We must maintain a sense of proportion and 
consider the cost of some of the expenditures of our people for non- 
essentials, viz.: motion pictures, $1,500,000,000 ; toilet articles, $500,000,- 
000 ; tobacco, $1,500,000,000—a total equal to the estimated cost of medi- 
cine. 

HIGH COST OF QUACKERY 

The activities of irregulars and charlatans should not be considered as 
legitimate scientific medical service. The moneys paid to irregulars and 
cultists, uneducated, unscientific, misguided, and commercial-minded in- 
dividuals, represents one-third of the expense usually attributed to the 
cost of legitimate medical care. It is to be regretted that money is ex- 
pended for these useless services; but the greatest harm lies in the fact 
that because of their contact with these irregular practitioners, about one- 
third of the people do not seek proper medical advice; their preventable 
and curable diseases are improperly diagnosed, and as a result the subse- 
quent cost to the individual, if and when he finally seeks scientific medical 
service, may be materially augmented. Approximately $500,000,000 of the 
estimated annual cost of medical care is attributable to irregular practices; 
and $300,000,000 a year ($1,000,000 for every day, excluding Sundays ) 
to the subtle competition of patent medicine distributors—an organized 
commercial business, a real farce and competitor in any attempt of the 
medical profession to protect itself and the public from irrational ex- 





ploitation. 

THE PRACTICE OF MEDICINE MUST BE GUIDED BY EDUCATED MEDICAL 

PRACTITIONERS IF IT IS TO CONTINUE ITS EXISTENCE 

The educated practitioner is the keystone of the profession of medicine. 
Without his guidance medicine would lapse into a trade, a commercial 
business, and into unregulated irresponsibility. If the scientifically edu- 
cated doctor were eliminated there would be eliminated also the scientific 
hospitals and the scientifically trained nurses; there could be no proper 
regulation of the scientific equipment that has been developed through 
years of research; there could be no scientific and accurate diagnoses upon 
which to base rational treatment. Without the educated doctor of medi- 
cine the public would be misguided, and surrounded by a wilderness of 
irresponsible salesmen peddling their wares and their worthless thera- 
peutics. 

COMPETITION—LEGITIMATE AND ILLEGITIMATE 

Public health activities, which involve a knowlege of scientific medicine, 
sanitation, and sanitary engineering, wisely administered by the [ederal 
Government, the state, county, city, and community, to protect the people 
en masse in public health as distinguished from personal health constitute 


[14] 











January, 1933 FRANKLIN H. MARTIN, M.D. 


legitimate competition to the independent practitioner. In the United 
States the annual cost of these public health measures is estimated at 
$65,000,000; and this figure is rightly included in reckoning the cost of 
scientific medical care. 

The illegitimate competitors of scientific medicine are the irregular 
practitioners, the innumerable charlatans and cultists, licensed and un- 
licensed. 

There are in the United States about 145,000 registered scientific physi- 
cians. About one-fourth of this number are engaged in public health activ- 
ities, and another one-fourth have retired and are not now engaged in 
the active, independent practice of medicine, leaving a total of approxi- 
mately 75,000 doctors who are practicing independent preventive and cura- 
tive medicine in personal health. The irregulars and unlicensed cultists 
number about 40,000. 

WHAT IS THE DIFFICULTY ? 

As a legitimate profession, we must maintain medicine and its environ- 
mental services on a scientific basis. The general public is not interested 
in our ideals, nor in the importance of our educational problems, and much 
less in our ethical pronouncements. [Even many of the universities, under 
whose jurisdiction our outstanding medical colleges are conducted, and 
from which our future doctors are being graduated, are not too under- 
standing of our problems. Are not an important few of the universities 
actually practicing the healing art, and thus definitely competing with 
their own graduates? Are they practicing medicine on a cut-price basis 
without any reference to the status of the individual, and without consult- 
ing the patient’s doctor? 

Correspondence and surveys indicate that some hospitals do not dis- 
criminate in selecting their medical stats; they do not distinguish between 
scientific doctors and irregular practitioners. 

What is the difficulty? To a great extent indiiference on the part of 
our own profession. If we will not act to protect our profession from 
irregular cults and commercial medicine, from persuasive salesmen, from 
opposition to research problems necessary to the education of our doctors— 
if we will.not insist upon preventive therapeutics and the control of epi- 
demics of communicable diseases, we cannot expect to preserve the 
standing of scientific medicine. 

In several states of our Union irregulars and cultisis have been recog- 
nized as legitimate practitioners. They have been licensed to practice the 
healing art. Cults are, by sufferance, allowed to practice without a license 
on some subtle basis that is acceptable to non-medical and medical politi- 
cians—due primarily to the salesmanship and organizing ability of the 
irregulars. 
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THE MEDICAL PROFESSION AROUSED 

In 1922, in an effort to embarrass the legitimate medical profession, 
California irregulars, cultisis, and adherents to commercial medicine at- 
tempted to pass a referendum that would prohibit the medical schools 
from conducting experimental medicine in teaching their students. The 
project was organized and financed by the irregulars. Their propaganda 
was subtle, and they utilized the most approved political methods of per- 
suasion. 

The scientific profession, strange to say, was aroused. Without political 
prestige, without money, without a paid lobby, the profession overwhelmed 
the opposition. 

How did they do it? Not by paid advertisements in the newspapers, 
not by the use of a slush fund, but through powerful personal leadership. 
No one has greater influence with the people than the independent family 
doctor, with his half dozen to several hundred patients. When an effort 
is made to hamper the scientific activity of the doctor, his patients will 
do whatever may be necessary to combat the opposition if only the doctor 
will take the trouble to give advice. 

In the contest in California, the medical profession pursued a sane and 
effective course. Patients were told to vote against the referendum, and 
they were also requested to ask their neighbors to do likewise. Influential 
practitioners convinced the press of the legitimacy of the claims of scien- 
tific medicine. The series of voluntary editorials and interviews that re- 
sulted aided in educating the public. These quiet methods turned the trick. 

A similar effort was attempted in Massachusetts. The same persuasive 
campaign of personal contact with inaugurated, and the result was another 
routing of ignorance. Had noi the profession of the nation been moved 
to participate in this contest, the teaching of scientific medicine would have 
become illegal in the commonwealth of Massachusetts. 

Colorado had a similar contest ; again the profession was aroused, and 
the irregulars, cultists, and commercial-minded opponents were out-voted. 
A REMEDY 

What can we do to rout from our field of curative medicine the irreg- 
ular practitioners, cultists, and patent medicine vendors ? 

If the public could be convinced that one-third of the men and women 
who are pretending to practice medicine are uneducated individuals who 
are ignorant of the fundamentals of medicine, that they possess but meager 
knowledge of proven therapeutic measures, that they have little training 
in the science of surgery, that the majority are practicing on their victims 
and without 


” 


through means of high-powered salesmanship and “hunches, 

any conception of the functions of the human body—would the public, 

if it knew all this, support such a stupendous fraud? If they would 
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not support the fraud if they knew about it, who could better and more 
convincingly apprise them of the facts than their respected family doctors, 
along the lines that were followed in at least one instance in California, in 
Massachusetts, and in Colorado? 

Aloofness, indifference, false dignity, and preoccupation on the pari of 
the profession, if it continues, will be the profession’s undoing. We need 
leaders of character, of statesmanship, and of capacity rather than politi- 
cians. <A politician is astounded by the appearance of a real statesman 
whose ability is backed by an uncompromising character; a leader who 
does not practice expediency, and who, when he underiakes a job, has the 
reputation of putting it through; one who will incite an indifferent follow- 
ing to action; one who succeeds in spite of a deadly whispering gallery 
and criticism; one who is out to fight in behalf of right rather than to 
serve a self interest; one who has the nerve to obstruct the path of a 
crook. With a few of the above attributes in leadership the would-be 
competitor could be routed to await a better day. 

UNNECESSARY DUPLICATION 

May I ask if it is necessary for the national Government to build gov- 
ernment-owned hospitals for the care of vecerans of our wars, and man 
them with full-time or part-time doctors? Our approved community 
hospitals have been built and are supported by the people for their own 
accommodation and to serve their own neighborhood doctors. Is it not 
true that these hospitals and the independent practitioners are suffering 
because of this diversion, and are they not in a position to care for the 
veterans with the same skill that can be supplied by a government- 
conducted institution ? 

Is it true that these same government hospitals are serving disabled 
veterans who are suffering from diseases and disabilities that are in no 
way traceable to their war service? Is it true that it is planned also to 
serve the members of the immediate families and other relatives of veterans 
of our wars? 

If these extensive services are being offered by the Government, is 
there any evidence that they are more proficient than would be similar 
services provided by our already established community hospitals and 
their organized medical staffs of independent doctors? Is it not fair 
to compare this alleged program of the Federal Government to government 
ownership, let us say, of the United States Steel, the General Eleciric, or 
the General Motors Corporations? Would government ownership of 
these powerful interests be welcomed or tolerated ? 

COMMUNITY HOSPITAL EXTRAVAGANCE AND MISDIRECTION 

Is it true that some few of our privately conducted community hospitals 

are not too careful about conserving their own resources and keeping 
[17] 





THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


expenditures of their patients down to the minimum? Let us enumerate 
some instances: (a) extravagance in building; (b) inefficiency of service; 
(c) carelessness in segregating patients according to their ability to pay; 
(d) lack of provision for moderate-price rooms for self-respecting peo- 
ple of moderate means; (e) disproportionate laboratory, x-ray, and other 
diagnostic accessories, and possible overcharge; (f) lack of discrimination 
in applying extras in a wholesale manner rather than in accordance with 
individual needs ; (g) indiscriminate supplying of food—a method of pro- 
viding meals on the American plan instead of an a la carte system, based 
on orders of physicians or aids; (h) extravagant or indiscriminate assign- 
ment of nurses; (i) operating room extravagances ; (j) excessive charges 
for anesthetics, etc. Understand, I am referring to these items as excep- 
tions in the conduct of approved hospitals, but exceptions that are numer- 
ous enough to count in the reckoning of the cost of medical care. 
THE PROFESSION’S BUSINESS 

A professional iconoclast, who does not propose a remedy for the evils 
he portrays, is most unwelcome. The queries I have propounded, with 
their suggestions, may be misleading, except to point to the necessity for 
some authority to investigate the facts. Nothing is more embarrassing 
or disturbing than a subtly developed whispering gallery. We as a pro- 
fession should know the facts and be in a position to refute errors and to 
resist injustice. 

The true physician is not financial-minded. If he were, he would not 
have chosen medicine as a profession or vocation. If he was prompted 
in his choice by financial motives, he has either abandoned the medical 
profession, or he is not living up to its ideals and his confréres disclaim 
him. 

It is my firm belief that the questions | have asked can and should be 
answered by one group of men; and that the administration of the re- 
quired reform should be guided by that same group, viz., scientifically 
educated medical men who are actually engaged in practicing independent 
curative and preventive medicine, assisted by their immediate aids and 
associates. 

I am equally convinced that the investigation should not be guided by 
professional politicians, either in or out of medicine, nor by welfare 
workers. 

To arrive at a fair solution of this problem, all theorists not sympathetic 
to the scientific practice of medicine should be eliminated ; likewise those 
who are unsympathetic to the ethical ideals of the profession, and all 
economists who are incapable of discriminating between scientific medicine 
and the fakes and fancies. 
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LEGITIMATE COSTS OF MEDICAL CARE 

In appraising the cost of medical care, consideration must be given to 
the legitimate cost of a scientific medical education, the legitimate cost of 
the scientific treatment of sick people, the legitimate cost of thorough 
diagnosis and the attendant scientific apparatus, the legitimate cost of the 
environmental services—hospitals and dispensaries; and aids, nurses, etc. 

In eliminating costs, the professional group is more capable of advising 
what is essential and what experience has proved to be non-essential. 

PERIODIC HEALTH EXAMINATIONS 

Is any fact more true than that every individual would derive distinct 
benefit, as a preventive health measure, if he were to submit to an annual 
or semi-annual audit of his physical condition? Such a periodic health 
examination would reveal unsuspected diseases in their incipiency when 
they are most amenable to cure. 

THE WHITE HOUSE CONFERENCE 
THE COMMITTEE ON THE COSTS OF MEDICAL CARE 

The White House Conference was highly conceived. Its committees 
have done and are doing commendable work. 

Fifty men and women comprise the Committee on the Costs of Medical 
Care. One half of them are not doctors of medicine, and only fourteen 
are engaged in private medical practice. The fact of the existence of such 
a committee is an assumption that ouiside influences are required to deal 
with the economic phases of the profession of medicine. 

In my questioning I have intimated that there should be reform. I have 
intimated that the legitimate profession realizes that reform is possible in 
its own business methods. I have also intimated that the conduct of in- 
dividual medical practice by Federal, state, county, and municipal govern- 
ments is sometimes unsatisfactory to scientific practitioners of independent 
medicine. 

UNIVERSAL INFLUENCE OF SCIENTIFIC MEDICINE 

The scientific profession of medicine is not a provincial group. It is 
international in its scope. It antedates the foundation of Christianity. 
Like religion, it is not bound by national lines. It is universal in its in- 
fluence. From the standpoint of civilization, a nation may be measured 
by the extent of its adoption of scientific sanitation and preventive and 
curative medicine. Medicine is neutral in war, and after the conflict it 
precedes even the followers of religious sects in working for peace. It 
brings to bear upon the war gods themselves the influence of scientific 
medical conduct, as in the Japanese-Russian campaign, and in the World 
War. 

In the conduct of medical activities of the recent war, can anything be 
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more unthinkable than that our Secretary of War, our Secretary of the 
Navy, our great Provost Marshal General, and our President should have 
recognized the irregulars, cultists, and other commercial interests, and 
thus have been misguided in the medical care of the 5,000,000 soldiers in 
the U. S. Army and Navy? They not only followed the conventional 
lead of scientific medicine, but accepted our idealistic suggestions, adopted 
the principle of a scientific medical examination before accepting men to 
the ranks, and ‘instituted the principles of preventive medicine to keep 
these fit men in health; and when the soldiers were ill or wounded, they 
were cared for, not by fake methods, but by scientifically educated doctors. 
And you know the result! 

Can you imagine that the General Medical Board, created by the Council 
of National Defense, would have advised any other course? Can you 
imagine the thinking people of our nation, whose patriotism was aroused, 
accepting any other course? 

WHAT ARE MY SUGGESTIONS FOR REFORM ? 

This is my answer: If scientific medicine in our country is to be pre- 
served inviolate, the regular medical profession must examine all sugges- 
tions that pertain to its regulation before they are accepted or adopted. 
Scientific medicine must create a board of medical practitioners of in- 
fluence who will have the support of the entire profession. This board 
should meet frequently, carefully consider the diverse problems of the 
profession, and present through effective propaganda an ethical educa- 
tional campaign that will regularly reach not only the people but the 
profession as well. 

The citizens of our nation and the executives of our Government are 
willing and anxious that the activities of true scientific medicine shall be 
properly conducted. Our legislators welcome sane advice in planning their 
legislacive moves. Accurate information is sought in planning all impor- 
tant innovations. 

My experience with legislators has convinced me that as a rule their 
hearings are impartially conducted. Legislative bodies, from the Federal 
Government down to the smallest village, are particularly receptive to the 
advice of our profession. Too often the busiest and most influential 
doctors ignore opportunities to present facts bearing on our activities. 
Hearings are advertised, we are invited, but too often we fail to appear. 
We must remember, however, that the organized opposition does appear, 
and with persuasive eloquence; and accordingly legislation is influenced. 

The burden is upon us if we fail to protect our profession, if we fail to 
present the truth to those who would welcome it, if we criticize when it is 
too late. It is not undignified to fight for the salvation of a great pro- 
fession and the most precious heritage of civilization. 
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Hospitals and Their Part in the Program of the Committee 
on the Costs of Medical Care’ 
WINFORD H. SMITH, M.D. 


Director, Johns Hopkins Hospital, Baltimore 


T THE URGENT REQUEST Of Dr. Sexton I consented to participate in 
this Round Table because I happen to be one of the few hospital 
administrators who has been a member of the Committee on the 

Costs of Medical Care from its inception. I find myself at considerable 
disadvantage because the committee has not yet definitely decided what its 
recommendations will be, and it is somewhat difficult to discuss the part 
which the hospitals will play in the program of the committee until a 
program is definitely adopted. I wrote to the executive director of the 
committee for information as to what it would be safe for me to assume 
as the program of the committee for purposes of this Round Table dis- 
cussion. I then learned that this Association had appointed a committee 
which is to report on the work of the Committee on the Costs of Medical 
Care and it seemed undesirable to have the work of the committee dis- 
cussed in two places at this convention. I did not succeed in getting a 
release from my assignment, however. I am therefore faced with the 
task of avoiding, so far as is possible, conflict with the report of the 
committee, and also with the task of discussing the role of the hospitals 
in a program which has not yet been adopted and which cannot be dis- 
cussed publicly in its tentative form. 

I did not receive a copy of the report of the committee until last Thurs- 
day. What I have to say today, therefore, is merely a dictated statement 
which I have not had the time to correct or to amplify. 

I have been associated with the committee from its inception; in fact, I 
was a member of the committee which discussed this whole problem for 
a year before the present committee was formed. I am, therefore, familiar 
with most that has taken place in connection with this work. 

I feel that the studies which have been made under the auspices of the 
Committee on the Costs of Medical Care are very valuable in that they 
supply much new data concerning the whole problem of the prevalence of 
illness and its cost, and these studies also provide more definite information 
concerning many subjects which have been discussed over a period of years 
without the accurate information which is now obtainable as the result 
of this work. Among the more valuable studies which have been made 
are those which show clearly the extent of illness and the cost of illness, 
both in the gross amount for the country as a whole and for the various 
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income levels. They also indicate the part which the hospitals play, the 
percentage which the hospital cost bears to the total cost of illness, and 
the amount spent in what might be considered questionable ways, such as 
for home remedies, patent medicines, practitioners of various cults, and 
also the relative amount which goes to nurses and to recognized physicians. 

These studies also indicate that in the last 10 or 15 years there has 
apparently been developing a recognition that all was not well with our 
system of handling sickness. This has been indicated by the tremendous 
growth of the group clinic movement, by the increasing emphasis upon the 
need of provision for that class of the community designated “people of 
moderate means,” by the number of organized industrial medical clinics, 
and by the various schemes which are already being tried out for the 
provision of medical care, hospital and domiciliary, under a system which 
may be called an insurance system. This system requires the individuals 
participating to pay so much per year individually or per family whether 
ill or not. A mere mention of these studies tells little or nothing of their 
actual value. They are most illuminating. Not less illuminating or impor- 
tant is the information which has been provided as to the status of the 
physician, his average income, both gross and net, and the status of the 
hospitals, particularly the voluntary hospitals, whose source of income is 
indefinite and unstable. 


Certain convictions have been forming in my mind during the last five 
years during which I have listened to the discussions of the committee, 
which represents nearly all angles of the problem of supply and medical 
service. I think I have become convinced that the basic reason why the 
costs of medical care have become a great problem and a cause of public 
complaint is that the costs are uneven and unpredictable. Inasmuch as 
80% of the families of the United States have incomes of $2,000 a year 
or less, some method must be found to guarantee that a larger percentage 
of those families will become more provident in providing the wherewithal 
with which to meet the expense of illness; much of the difficulty encoun- 
tered by the medical profession and by hospitals is due to the fact that 
such a large percentage of families are within this low income level and 
are, on the whole, unable to provide in advance for the costs of medical 
care under the present system, due to low income and to the pressure 
of high salesmanship, which burdens these families with the continual 
payment of installments for conveniences and luxuries which might not be 
considered essential. 


It has seemed to me that the ideal organization of the future must 
give more and more attention to prevention of disease, that greater co- 
ordination of all agencies is desirable, and that some system must be 
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devised which will make it possible for lay people to obtain medical service 
with a greater assurance that the service obtained will be competent; in 
other words, that the selection of the agent for supplying medical service 
will not be left as much to chance as under the present system. In order 
to assure service to those within the lower income level and in order to 
assure adequate payment to physicians and to hospitals and other agencies 
rendering service, some form of insurance is desirable. 

I am also confident that the time has come when it is readily recognizable 
that the part which governmental agencies, Federal, state, county, munici- 
pal, etc., have played in providing public health protection and adequate 
medical service in case of illness has been far from adequate. This is 
particularly true with regard to the support of hospitalization. I am con- 
vinced that we cannot safely assume that in the future private philan- 
thropy will meet the ever increasing burden placed upon voluntary hos- 
pitals for the care of the sick poor and that it is absolutely necessary that 
every effort be made to bring home to the people and to governmental 
agencies the realization of the necessity for greater participation by the 
Federal Government, the state, or its political divisions, in meeting the 
costs of medical care for the poor. 

The points which I have mentioned by no means cover all of the prob- 
lems studied nor all of the facts which have been brought out by the 
committee. I have mentioned them because they have a distinct bearing 
upon our problem of hospitalization in the future. I have not mentioned 
many phases of the problem which have received and will coniinue to re- 
ceive consideration, such as various plans for making payments easier to 
the public, including deferred payments, flat rates for services, group 
nursing, and many others. These, while important, are not fundamental. 
The real problem is how to organize, in the future, to supply adequate 
medical service of all types, to all classes of people, at a cost within their 
means, except for those for whom our governmental agencies must make 


provision because of their inability to survive by their own efforts. Such 
a plan affects hospitals, nurses, public health agents, and practicing phy- 


sicians. The plan, to be successful, must not only provide competent and 
adequate care within the cost limits specified, but must also make it pos- 
sible for those requiring such care to estimate in advance what the expense 
is going to be. This latter factor is of tremendous importance and affects 
more particularly the present system of charges by physicians, surgeons, 
and specialists which, in the majority of instances, are not predictable in 
advance and cannot be estimated with any accuracy by the patient. 

With the facts before us, what is to be the role of our hospitals in the 
future? Are we to continue to meet the problem by the development of 
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more and more voluntary hospitals or is the natural sequence the develop- 
ment of more and more governmental hospitals? 

Sir Arthur Newsholme, in his recent book, Medicine and the State, 
writes as follows: 

Voluntary agencies, especially voluntary hospitals, in the past have furnished a 
large part of the medical aid given in most countries beyond what the individual 
doctor can supply. In every country voluntary effort tends to be superseded by 
official, including insurance, provision of medical hygienic services. Official services 
are maintained by taxation of the entire community or by insurance payment, gen- 
erally compulsory, by a large part of the community, often by both taxation and 
insurance. The use of public funds for medical aid necessarily carries with it a 
large measure of control by the elected representatives of the taxpayers. 

Are we then to assume that the development of Federal, state, com- 
munity, and municipal hospitals will gradually supersede the voluntary 
hospitals in our hospitalization program of the future? I hope not, be- 
cause it seems to me that our experience under our form of government 
would indicate that, on the whole, such a change in policy would not work 
for the best interest of the whole community. It is too difficult to divorce 
our governmental institutions of whatever character from political inter- 
ference, if not political domination. Taken by and large, the record of 
the voluntary hospitals as compared with governmental institutions, 
whether Federal, state, or municipal, has been a record of higher achieve- 
ment in the progress of medical science, in the type of service rendered, 
and in the standard of professional service rendered to the public. 

I believe that we should concern ourselves with the necessary steps to 
preserve the voluntary hospital system, to fit it in to the newer schemes 
which are likely to be evolved for a more comprehensive service to the 
public, both in the prevention as well as in the cure of disease. That 
something needs to be done to fit the voluntary hospital into the new 
program in its proper role and in its proper setting is, I think, evident. 
We must have machinery which will prevent unnecessary duplication of 
hospitals, and which will guarantee their proper location, size, and type 
if we are to expect adequate support from governmental participation as 
well as public philanthropy. 

It would seem to me, in the light of the facts disclosed, that before 
placing the entire burden upon the taxpayers, we must follow the lead 
of European countries by instituting some form of insurance against ill- 
ness. If this were done it would have an important bearing upon our 
hospitals because, undoubtedly, a large burden is now borne by the volun- 
tary hospitals in providing medical care free of charge or at much less 
than cost, for a considerable portion of the population that could easily, 


under some insurance plan, provide for the payment of such charges. In 
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all of the discussions which I have heard there has been a tendency to 
emphasize the importance of trying out voluntary insurance plans—some- 
thing more distinctly American. I confess that I have not much faith in 
the voluntary insurance plan except as applied to a minority, when it should 
apply to the majority. Investigations have shown that wherever, in other 
countries, the health insurance plans have begun as voluntary systems, 
they have sooner or later, in order to be effective, become compulsory. 

We have several experiments in this country today where hospitals or 
organized groups of medical practitioners are forming insurance groups 
and undertake to supply medical service to those groups. I think it would 
be difficult for any of us, it certainly is for me, at this stage of the game, 
to visualize how and to what extent it would be possible for hospitals 
individually or in groups to bring into existence large bodies of people to 
form guilds or groups under an insurance plan which would be sufficiently 
inclusive and which would surely work. 

It seems to me that if we recognize that health insurance is a desirable 
thing, every effort should be made to bring it about in some such manner 
as to make it possible for hospitals and practitioners, according to the 
selection of the beneficiary, to furnish the necessary medical service and 
to be paid for that service rather than to have hospitals singly or in groups, 
or medical practitioners singly or in groups, try to form their own insur- 
ance guilds or organizations in competition with each other, which must 
inevitably lead to chaos. 

I share the opinion held by many that health insurance must come. 
The hospitals must be profoundly interested in the manner in which it 
comes and it behooves us to become informed on the subject and to par- 
ticipate in any movement which shall determine when, how, and in what 
manner health insurance shall be inaugurated on a large scale in this 
country. We must not allow any inadequate scheme to be put over. 


I think most of us are agreed, and certainly the work of the Committee 
on the Costs of Medical Care bears out our conclusions, that if the 
voluntary hospitals are to continue to function to the same extent in the 
future, as in the past, in providing medical care to the poor, public funds 
must be used to a much greater extent in the support of these voluntary 
hospitals in return for their performance of what would otherwise be the 
function and duty of the Government. I sincerely hope that the Com- 
mittee on the Costs of Medical Care will stress this point and I sincerely 
hope that at this convention the American Hospital Association will in 
some way inaugurate a movement which shall have for its purpose the 
education of the public and the governmental agencies to the end that they 
shall recognize the duty of the public and the governmental agencies in 
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the better support of the voluntary hospitals as well as government hos- 
pitals. In view of the change in financial conditions in this country and 
in view of the change in the distribution of wealth, it seems to me that 
this is one of the most important problems which we representatives of 
hospitals, bound together in the American Hospital Association, must face. 


At the same time we must safeguard our institutions. We must con- 
sider whether or not, or to what extent, greater participation of the 
governmental agencies in the support of our voluntary hospitals shall sub- 
ordinate the management of those hospitals to those participating agencies. 
We must all recognize that we should be held accountable, but none of us 
wishes to face a system which will subordinate in any degree the operation 
of our voluntary hospitals, professionally or otherwise, to political ex- 
pediency. 


The Workmen’s Compensation Law is one form of insurance with 
which we are now concerned and with which we are certainly to be 
concerned in the future. It seems to me that it is incumbent upon the 
hospitals to get together to make even greater efforts to bring about uni- 
form laws which will assure adequate financial protection to the hospitals 
for the service rendered. This protection is now inadequate in most states. 

Another insurance problem, in a sense, is better protection to the hos- 
pitals for the service rendered to the public in the treatment of accident 
cases, particularly automobile accidents. In the last few years, by the 
efforts of groups in different states, much has been accomplished in bring- 
ing about laws which offer more protection to the hospitals, but such legal 
protection is lacking in most states today and this problem is becoming 
increasingly important and represents an increasing burden upon the volun- 
tary hospitals. 

One who has followed the discussions of the Committee on the Costs of 
Medical Care and even one who has only read the numerous articles which 
have appeared in the public press and in the magazines throughout the 
country for the past few years must have been impressed with the fact 
that a new era is about to dawn so far as the organization of the factors 
necessary for more adequate medical service is concerned. Many remedies 
have been suggested, including the various forms of insurance, either 
voluntary or in the compulsory form, but adequate medical care can only 
be supplied by the better codrdination of all those factors which enter into 
supplying adequate medical service and this would include physicians, 
nurses, public health administrators, public health departments, and hos- 
pitals. We must ask ourselves what is the best type of organization for 
complete service by the hospitals. 

We have long recognized that the modern hospital must be prepared 
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to render service to all classes of the community: the well-to-do, the peo- 
ple of moderate means, and the poor. Undoubtedly greater stress will be 
laid in the next few years upon the provision of hospital facilities for 
people of moderate means within a price range compatible with their 
resources, and we shall continue to care for the poor and the well-to-do, 
but is the hospital of the future to remain merely an institution for the 
reception and treatment of those who are ill and come to the hospital 
because of their inability to employ private physicians or because for one 
reason or another the private physician decides early or late that the case 
is in need of hospital treatment; or is the hospital of the future likely to 
be the point of activity of a medical center whose function it shall be to 
serve all of the medical needs of the community or of a given area of 
population within the larger cities? Disregarding all other factors, such 
as the effect which such organization might have on private medical prac- 
tice, and the existing hospital system, and whether or not such medical 
centers should be of a private nature similar to the voluntary hospitals, or 
should be under government control, it is conceivable that the ideal or- 
ganization would provide one or more medical centers in the community as 
the population demanded and that the hub of this medical center would be 
the hospital. This does not mean a medical center as the term has been 
used hitherto. 

The organization of such an institution as a part of such a medical 
center would probably not only include such services as the hospital is now 
prepared to furnish, but would of necessity provide that all members of 
the staff should be paid for the service which they render and that the 
staff should be complete in its personnel, including physicians, surgeons, 
specialists, bedside nurses, public health nurses, and social workers. It 
would not only be prepared to provide medical service to those entering 
the hospital for treatment and to those coming to the out-patient depart- 
ment for diagnosis or treatment, but would be prepared to send physicians 
and nurses into the homes to render the service which is now rendered 
through the outside practicing physicians. In addition to ordinary medical 
and nursing service, it would also provide legitimate and proper pharmacy 
service, dental service, laboratory service, in fact all services necessary to 
the treatment of illness in any form. It would do more than this because 
in order to do the work intelligently, the center should be concerned quite 
as much with the prevention of disease as with the cure. This center, of 
which the hospital is the hub or headquarters, would also provide health 
experts of various types in order that the prevention of disease might 
receive consideration of proportionate importance with the care of disease. 

It is unnecessary for me to develop this idea in detail and time would 
not permit it. It is not my idea; I have heard it discussed in various forms 
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many times in the last few years. What the attitude of the Committee 
on the Costs of Medical Care will be on such a proposition I do not know. 
I merely offer to you the suggestion that we may well begin to think of 
some such development as this which will gradually but inevitably change 
the whole role of the hospital in its service to the public. I believe the 
idea is worthy of our careful consideration. 


In summary, therefore, it seems to me that we who are concerned with 
the development and progress of hospitals must consider seriously how 
we can cooperate to the best advantage for all with governmental agencies, 
to obtain adequate return for service rendered without surrendering control. 

In view of the growing tendency toward the adoption of the insurance 
principle, what should we do to correct the evils in the existing systems, 
such as employer’s liability laws and to bring about universal application of 
sound laws to protect the hospitals in dealing with accident cases? 

What means should we adopt to make sure that the interests of hospitals 
are properly protected in any new movement looking to more compre- 
hensive health insurance plans? 


What can we do to enable us to deal intelligently with any new move- 
ments which may indicate that the role of the hospital may be radically 
changed and broadened ? 

We must be informed first, and then be prepared to act in an organized 
way, both through state and local organizations or groups, because if 
a new theory is found and new schemes are tried, it seems to me that 
they are much more likely to be launched at various times in different 
states rather than as a national movement. We must also, and perhaps 
this is the most important, have the machinery within the American Hos- 
pital Association which will be capable of dealing with these problems. 
At the moment it would seem that perhaps the councils suggested by Dr. 
Goldwater as the recommendation of the Committee on Plan and Scope 
of this Association would offer the best type of organization with which 
to handle these new problems. But it is perfectly clear that part time, 
voluntary, and amateur service will not be sufficient to deal with the new 
problems with which we are almost certainly to be confronted. We must 
be leaders in all that affects our hospitals but we must have leaders and 
advisers who have a wider knowledge concerning many of the newer 
problems than are to be found in our own ranks at present. 

CHAIRMAN SEXTON: When a committee is appointed, we naturally 
wonder what is going to be the result of the committee’s deliberations. 
We have all watched carefully the reports issued from time to time by 
the Committee on Costs of Medical Care, but for my own part I had no 
‘idea of the far-reaching importance of the recommendations which this 
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committee will undoubtedly make. We are, as a hospital group, from 
year to year handling threadbare topics in these meetings, topics that 
interest us all but have been discussed year in and year out, but this is 
something different from anything we have had yet, and when the 
President of our Association asked me to attempt to handle these topics 
this morning, I accepted with fear because it was new and because it was 
something that we were not familiar with, but undoubtedly the contribu- 
tion that is to be made to the hospital field by this committee and by this 
program this morning is one that we, as a group, must take seriously. 
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Complete Medical and Surgical Service with Hospitaliza- 
tion, When Necessary, for People of Moderate Means 


JOHN H. GRAVES, M.D. 
President, California State Board of Public Health 


HE SPIRIT of the American pioneer still dominates the intellectual, 
political and financial activities of the western rim of our continent. 
This is evident to the visitor to California in the social and business 
life of this great state. The traditions which we have are those of a cos- 
mopolitan population, drawn by the lure of gold, who were compelled to 
solve, in their own way, the multiple and complex problems which con- 
fronted them. The natural outcome of this condition developed a group 
of people of independent thought, willing to act for and by themselves. 

In the very early history of this state the various professions formed 
organizations for the purpose of directing public thought along channels 
that would bring best results to the commonwealth. Among these organ- 
izations the California Medical Association, representing the physicians 
and surgeons of the state, took a leading and commanding part in all 
matiers pertaining to the health of the citizens, such as the erection of 
hospitals and the establishing of health departments, the control of com- 
municable diseases, the treatment of the sick, and the care of the indigent. 

Nearly a generation ago, a constitutional amendment was proposed in 
California for the purpose of inaugurating a compulsory health insurance, 
state controlled and politically operated. The proposition conformed 
closely to certain European systems then and now in vogue. This idea was 
promptly challenged by the California Medical Association, with the result 
that the proposition was defeated by one of the most overwhelming ma- 
jorities that had ever been reported in this state. 

This brief statement is made for the purpose of emphasizing the fact 
that nearly a generation ago the medical profession of the state of Cali- 
fornia became actively interested in the study and investigation of plans 
intended to furnish adequate medical and surgical service to the citizens 
of the state by a system that would enable all people, regardless of their 
financial status, to procure, when ill, the very best that scientific medicine 
can furnish. 

Impartial investigation reveals the following facts: 

lirst, that the indigent receive the best of scientific care in tax-supported 
hospitals where the medical profession, without financial reward, give 
of their services to the unfortunate poor. 


Second, that the well-to-do, without financial embarrassment, are able 
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to procure the highest type of medical and surgical services and hospital- 
ization whenever needed. 

Third, that there is a larger number of self-respecting, salary-earning 
American citizens, who occupy a position midway between the wealthy 
and indigent who find it difficult to meet the necessary cost of illness with- 
out financial embarrassment. 

It is from this division that the average doctor draws his average patient. 
In sickness, the patient’s problem becomes the physician’s problem, and it 
is for this reason that the California Medical Association, which is repre- 
sentative of the physicians and surgeons of this state, has for a long period 
of time investigated ways and means by which such a service can be ren- 
dered. 

As a result of these studies and investigations, the Committee on Public 
Relations of the California Medical Association, on the 23rd of Septem- 
ber, 1932, requested the council of that organization to adopt a practical 
plan for rendering such a service. 

Certain principles were enunciated as essential in any plan that would 
meet the approval of the medical profession in California. The principles 
as presented were: 

Prin. 1. The plan shall include an insurance principle whereby the 
beneficiary pays at periodical intervals specificed sums for defraying the 
expenses of future illness. 

Prin. 2. Medical or hospital service shall be considered separately from 
indemnity disability. 

Prin. 3. The sole control of any organization for medical and surgical 
service must be limited to members of the medical profession. 

Prin. 4. Compensation for professional service, medical or surgical, 
shall be on a unit basis. 

Prin. 5. Professional service shall be limited to the members of a com- 
ponent county medical society or group thereof endorsed by the official 
organization and by a two-thirds majority of all members. No plan shall 
be adopted or put into effect except with the approval and under the direc- 
tion of the Department of Public Relations of the California Medical 
Association. 

Prin. 6. The beneficiary member shall have the right of selection of 
any physician or surgeon from the entire membership of the county society 
or group thereof that participates in the plan. 

Prin. 7. No member rendering service under the plan shall be entitled 
to compensation for any service rendered to a beneficiary member unless 
rendered by him personally, and without the intervention of any doctor 
of medicine unless the services of more than one doctor are necessary. 


[31] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


By way of explanation your attention is called to the fact that under 
Principle 2 the physician is relieved from all embarrassment concerning 
indemnity claims on the part of the patient for disability, as no indemnity 
compensation is permissible under the plan. Principle 3 definitely places 
the service where it belongs, in the hands of the medical profession and 
eliminates brokers seeking to sell at a profit for themselves the physician’s 
services to the patient. Principle 5 insures a fair division of funds col- 
lected in accordance with service rendered, and eliminates liability on the 
part of the society for payments on a fee basis. Principle 7 insures on 
the part of the patient a free choice of physician. Principle 8 prevents 
the employment of physicians at small salaries to perform this type of 
service by an employer who could profit by collecting for said services 
under a unit system. 

In accordance wiih the above principles a committee recommended and 
the council adopted the following : 

a) A plan for rendering medical and surgical services only by mem- 
bers of a component county medical society through a medical 
service firm substantially as set forth in reports and forms sub- 
mitted. 

h 


For rendering hospital service only through a membership corpo- 
> d a 


ration controlled by members of component county medical so- 
cieiies. 

c¢) Medical and surgical and hospital service to be rendered under 
a and b jointly. 

d 


Medical and surgical service to be rendered by the medical firm 


and hospital service to be rendered by an organization owned and 
controlled by the hospital. 

The third recommendation of the Committee on Public Relations which 
was adopted by the council secured for the commi.tee the necessary author- 
ization to assist any county society or group thereof desiring to inaug- 
urate activities conforming with the principles and plans above described. 

It is the intention to furnish complece medical and surgical services for 
all types of diseases not covered by the Workmen's Compensation Acts. 
Hospitalization will be furnished only in accordance with the following 
rules: 

I‘irst, the beneficiary can enter a hospital only by order of his physician. 

Second, in case of a question arising as to the necessity of continued 
hospitalization, the hospital reserves the right of securing opinion of a 
second member of the service corporation and one of the hospital’s own 
staff if necessary, to pass upon further hospitalization. 
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In case of disagreement a third doctor can be called to definitely settle 
the question. 

Communicable diseases will be entitled to hospitalization only in hos- 
pitals maintained for that purpose. 

Third, the hospital or hospital association will be required to issue hos- 
pital certificates on the basis of an annual, semi-annual, or quarterly pay- 
ment by the beneficiary, the period of hospitalization not to exceed ninety 
days. To assure protection against malingering, the hospital or hospital 
association reserves the right to refuse to renew the hospital certificate 
at the termination of any period for which payment has been made. 

Similar reservation is made by the medical co-partnership. 





News from the International Association of Hospital Specialists.— 
The International Hospital Association, whose developments are followed 
with increasing interest in every country, organized from the end of 
September to the beginning of October of this year a first series of Inter- 
national Post-Graduate Courses on Hospital Technique at the Frankfort 
a.M. Municipal Hospital, attracting a large attendance of superintendents, 
physicians, matrons, architects, and engineers, coming from seventeen 
different countries. More than thirty internationally known specialists 
delivered lectures on important problems. Lively discussions followed 
their statements. 

The lectures on kitchen management, hospital linen, and laundry have 
been published—after being completed by interesting articles of other 
auihors—in the October issue of Nosokomeion, the official organ of the 
International Hospital Association. (Publisher-—W. Kohlhammer, Stutt- 
gart. ) 

From June 28 to July 3, 1933, the Third International Hospital Con- 
gress will meet at Knocke s/Mer, on the Belgian coast. The study com- 
mittees of the International Hospital Association will submit their reports 
to the Congress. The discussions will enable the Congress to draw the 
outlines of practical conclusions having an international value. A five-day 
study trip to the Netherlands will follow the Congress. 
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Statement Concerning New York City's Interest in Group 
Payment for Hospitalization 


HOMER WICKENDEN 
General Director, United Hospital Fund of New York 


N DECEMBER 12 last the trustees of the United Hospital Fund of 

New York indorsed the principle and authorized their president, 

Henry J. Fisher, to appoint a committee to draw up for New 
York a plan of group payment for hospitalization. This action came as 
a result of a joint recommendation of a committee of hospital presidents, 
a committee of hospital superintendents, and a committee of the Hos- 
pital Information and Service Bureau. 

To assume because of this action that New York will adopt such a plan 
and inaugurate group hospital service is as yet unwarranted; there may 
be unseen difficulties which will make it impossible to put such a plan 
into effect. But the recommendations made to and the action taken by 
the United Hospital Fund indicate a hope that such a plan can be worked 
out and a faith that New York in spite of its size and complexity can do 
what other communities have done to benefit the public and aid the hos- 
pitals. 

The readers of THe BULLETIN may be interested in the steps by which 
the sentiment favorable to such a proposal grew up and some of the prin- 
ciples which, in the opinion of various committees, such a plan will have 
to follow if it is to succeed. 

Following the lively discussion of group hospitalization at the meetings 
of the American Hospital Association in Detroit, the Hospital Conference 
of the City of New York, which through its superintendents represents a 
large number of the hospitals of this city, devoted its next meeting to 
a discussion of the subject under the leadership of the president, Dr. T. 
Dwight Sloan. Mr. Frank Van Dyk gave in detail the findings and con- 
clusions of his investigation of the subject on behalf of the Hospital 
Council of Essex County. His presentation was so clear and the argu- 
ments in favor of such a plan were so convincing that the Conference 
decided to appoint a committee to study, in coOperation with the United 
Hospital Fund, its application to New York. The membership of this 
committee was as follows: 

John F. Bush, Presbyterian Hospital 

L. M. Arrowsmith, St. John’s Hospital, Brooklyn 

Rev. Joseph F. Brophy, Health Division of the Catholic Charities 

Dr. S. S. Goldwater 

John R. Howard, Jr., New York Hospital 
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Dr. W. G. Nealley, Brooklyn Hospital 

L. H. Putnam, Staten Island Hospital 

The United Hospital Fund appointed a committee of three hospital 
presidents: Mr. William Church Osborn of the Hospital for the Ruptured 
and Crippled; Mr. Thomas S. McLane of Roosevelt, and Mr. Karl Eilers 
of Lenox Hill Hospital, and the services of the Hospital Information and 
Service Bureau were contributed to the study through a committee con- 
sisting of Dr. Alexander Lambert, Henry C. Wright, and E. H. Lewinski 
Corwin. 

These three groups met jointly, thus bringing together different points 
of view and assuring a common knowledge of the facts. They studied 
the experience of other cities in detail, held conferences with representa- 
tives of companies now selling insurance of a somewhat similar nature, 
with Dr. Louis A. Dublin, third vice-president and statistician of the 
Metropolitan Life Insurance Co., Mr. C. Rufus Rorem, and leaders of 
the medical profession and their organizations. Many personal conversa- 
tions were held with key people. 

All of these conferences resulted in the belief that group payment for 
hospital care is practical for New York if it— 

a) is organized on a non-profit basis. 

b) is open to all voluntary hospitals. 

c) does not interfere with the present relationship of the patient to 
his personal physician. 

For those interested in more detailed conclusions the report of the Sub- 
committee of the Hospital Information and Service Bureau of the United 
Hospital und follows in somewhat abbreviated form: 


1. Although the large mutual life insurance companies do not consider 
it worth while as a profit-making proposition to write hospital benefit 
insurance, they apparently do not question the advantages of such benefit 
on a community and non-profit basis for large groups whose incomes place 
them below the economic comfort line. 

2. There are companies that sell insurance which provides cash benefits 
in case of illness, but at relatively high rates. The medical and hospital 
service insurance offered by such companies is unduly costly because of 
the high selling cost and of the large proportion of the premiums which 
are reserved as profits to the company. What these companies offer is 
in reality a selling plan-in which all the risks of unexpectedly high cost 
of service are assumed by the physicians and the hospitals concerned. 

3. The experience of the Baylor University Hospital and several other 
hospitals in this country, as well as that of the British contributory 
schemes, which have built up a membership in London of over 1,000,000 
and in Liverpool of 275,000 in a decade, seems to warrant the assumption 
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that the group purchase of hospital care is practical. The subcommiitee 
believes that it can be so organized in New York City as to operate to the 
common advantage of the public, the hospitals, and the physicians. In 
view of the fact that under the group plan here contemplated all members 
of the insured group would have to meet physicians’ bills, there is little 
danger of malingering. 

4. Group provision of hospital care has been recently adjudged by 
one of the higher courts of another state as a service, and not insurance 
in the legal sense of the word. It is a service which provides an oppor- 
tunity for large sections of the population: 

a) To distribute the cost of hospital care; 

b) To afford to the hospitals a wider basis of support than they have 
had hitherto; and 

c) To release funds for the payment of medical and surgical care. 

For these reasons it is desirable to work out a group hospitalization plan 
which not only would be of value at this present period of economic strin- 
gency, but might become a widely accepted method of providing hospital 
service without financial hardship for persons of limited incomes, as well 
as a source of increased revenue for hospitals and physicians. 

5. It would be disadvantageous in New York City to employ existing 
commercial sales organizations for the promotion of this service. The 
employment of an intermediary is bound to increase the cost. It inter- 
feres with proper control by the hospitals themselves and it is less likely 
to succeed than if the appeal were made on the direct and broad basis of 
a non-profit service. 

6. The subcommittee believes that the competitive solicitation of busi- 
ness by individual hospitals, under any group purchase plan which may be 
decided upon, would probably lead to undignified advertising and to the 
substitution of commercial for social aims, and would therefore be detri- 
mental to the success of the plan. 

7. Available data indicate that in New York about 9 per cent of the 
population in any given year requires hospital care. By excluding children, 
the non-gainfully employed, and the aged, this percentage would be con- 
siderably reduced. 

The experience of several hospitals which have adopted schemes of this 
character, as well as the financial data reported by the member hospitals 
of the United Hospital Fund, supports the assumption that a premium 
charge of from $10 to $12 per annum per group member would be fully 
sufficient to provide semi-private hospital care for the sick members of 
the insured group for twenty-one days in a year, and to pay also the costs 
incidental to the administration and promotion of a service operated on a 
non-commercial basis. The subcommittee believes that it is a wiser and 
safer procedure to start the plan with a sufficiently high premium and to 
scale it down afterward or extend the benefits should experience show 
that the service can be furnished for a smaller premium. 
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8. Any system which is adopted should reserve for the insured the 
widest practicable latitude in the choice of his physician. Emphasis should 
be laid that no plan should disturb the existing relationship between pa- 
tients and family physicians. 

9. The plan would be unduly complicated if an attempt were made to 
provide for the coverage of medical and surgical fees ; these should remain 
a matter of arrangement between patient and physician. 

10. If this form of service be undertaken in New York City the 
United Hospital Fund, because of its established reputation and the inter- 
est of its members, would be the most suitable agency to undertake it or 
to sponsor a subsidiary organization especially created for the purpose. 

11. All hospitals not organized for profit within the New York City 
area, whether members of the United Hospital Fund or not, should be con- 
sidered eligible for participation, provided they are on the approved list 
of the American College of Surgeons or of the American Hospital Asso- 
ciation, and are rated as not below Class II as to administration by the 
state board of social welfare. 

12. Stress should be laid that the plan provides for group and not 
individual participation and at first should be limited to breadwinners only 
and should exclude members of their families. Anyone gainfully employed 
or any self-employed person should be admitted to participation in the 
plan, provided he or she be a member of an eligible group, the type and 
size, as well as the percentage of its adherence, to be determined in each 
instance after investigation by the proper body. It goes without saying 
that the care of illnesses and disabilities which come within the provisions 
of the Workmen’s Compensation Law is outside of the benefits proposed 
under this plan. 

13. The benefits under the plan should be as liberal and as unequivocal 
as possible. They should provide hospital care for at least twenty-one days 
in the section of the hospital designated as semi-private. The benefits 
should comprise all hospital services and extras with the exception of blood 
transfusions and special nursing. The subcommittee believes that the 
benefit should include hospital care of maternity cases provided the patient 
had been insured for ten months prior to her confinement. 

14. According to the latest information available there are 3,312 beds, 
out of a total of 14,864 beds in our private general hospitals, which are 
designated as coming within the description of semi-private facilities. There 
are 602 additional beds out of 5,167 beds in the special hospitals which are 
likewise designated. It would seem that enough facilities of a semi-private 
character already exist, or can be made available in the private hospitals 
of this city without costly alterations or administrative confusion, to war- 
rant the assumption that the plan can be safely launched, particularly if 
a large number of hospitals participate in it. At this point the committee 
believes it necessary to sound a grave warning against the over-extension 
of the semi-private facilities at the expense of the wards lest (a) the basic 
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charitable character of the hospitals be forgotten in the attempt to secure 
pay patients through the group purchase plan; and lest (b) the educa- 
tional opportunities offered by the hospitals be made to suffer thereby. 

Adequate ward services are indispensable for the training of interns 
and specialists of various kinds, and for the teaching of medical students 
at the hospitals directly associated with medical schools. The tendency 
must likewise be guarded against the unloading of non-pay patients on 
the municipal hospitals, which, due to the prevailing economic conditions, 
are taxed considerably beyond their capacity and beyond the safety point 
during long periods of time each year. 

15. Many hospitals have manifested interest in the group purchase 
plans and the subcommittee believes that unless prompt concerted action 
be taken, individual hospital schemes may be launched and undesirable 
competition inaugurated. 

16. In view of the fact that many physicians in the city do not have 
hospital affiliations, the bringing into the scheme of one or more open hos- 
pitals in the principal boroughs should receive earnest consideration. 

17. No plan of organization should be adopted without a thorough 
inquiry into the legal status of it, and without a previous understanding 
with the representatives of the organized medical profession in the city. 

Respectfully submitted, 
Rev. Joseru F. Bropuy, Chairman 
S. S. GotpwaTer, M.D. 
ALEXANDER LAMBERT, M.D. 
Henry C. WriGHT 
E. H. L. Corwin, Pu.D., Secretary 


It is impossible to say at this time what form of organization will be 
suggested by the committee charged with the development of the plan for 
New York City. Certain considerations seem to point to the advisability 
of establishing it as a subsidiary corporation under the management of 
the United Hospital Fund. 

The United Hospital Fund was organized by the hospitals themselves 
fifty-three years ago to raise money for the support of the free service in 
their wards. Its charter provides, in addition to raising benevolent funds, 
for the undertaking of such activities as will tend to improve methods 
of management and codrdinate and extend the work of the hospitals. 

Because the Fund already has the good-will of the public, the support 
of the newspapers, has an extensive money raising organization, including 
seventy business trades and professional committees, each operating in its 
own functional field, has its Hospital Information and Service Bureau, a 
publicity department, and an accounting service, it seemed to the combined 
committees to offer an established agency under which such a plan might 
reasonably be expected to succeed. 
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Some of the Difficulties in Connection with Group 


Purchase of Hospital Insurance 


E. H. L. CORWIN, Ph.D. 


Director, Hospital Information and Service Bureau, United Hospital Fund of New York 


HE British experience with the so-called “contributory schemes,” 

which I had the privilege of studying, is extremely interesting and 

enlightening. It cannot, however, be transplanted in all of its aspects 
to this country because of fundamentally different conditions, particularly 
in the larger cities. The three outstanding differences concerning hos- 
pitalization between the two countries may be summed up as follows: 


1. In England the general city or county hospital is a matter of recent 
development. Hitherto the hospitals for the indigent were the Poor Law 
hospitals, which were not very desirable ins‘itutions: hence the avidity of 
the working class for insurance which would safeguard against the Poor 
Law hospital. 

2. The British National Health Insurance Act provides for medical 
care of the workman by physicians of ordinary or average professional 
capacity. It does not provide for the services of specialists or of hospitals. 
The insured person cannot resort to the hospital unless there is a definite 
occasion for hospitalization certified to by the panel physician. The hos- 
pital reserves the right of admission. Hence, the insured person cannot 
very well abuse the privilege of hospital care under the contributory 
scheme. 

3. In but a few of the voluntary British hospitals are there facilities 
for private or semi-private patients. Practically all patients in these hos- 
pitals are under the free care of the visiting and resident staff of the 
hospital. 

In order to appraise properly the problems involved in group purchase 
of hospital insurance, it is important to bear in mind very clearly the fol- 
lowing three questions: 


I. For what groups in the population is hospital insurance to be 
provided ? 
II. How can the difficulties inherent in the situation be obviated or 


minimized ? 


III. What should be the machinery through which this insurance should 
be set in motion, granting that it be feasible and practical ? 
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I. In view of the fact that in a city like New York, 40% of the hospital 
beds are in municipal hospitals where treatment can be had free of charge 
and no stigma of pauperism attaches to the recipient, and in other large 
cities the same is true to a varying degree, the need of insurance for the 
lower groups in our economic stratification is not as apparent or urgent 
as it is abroad. Furthermore, our voluntary hospitals have been estab- 
lished and maintained to provide free or low cost hospital care for people 
who cannot afford to utilize private room facilities. This charitable tradi- 
tion is strongly imbedded in some of our larger and older hospitals, many 
of which have had endowments created to carry on this tradition. 


It would seem, therefore, that the insurance plan should be primarily 
for the upper reaches of the working population who customarily resort 
to private hospitals and pay the usual prevailing rates, as well as for the 
large section of the community designated as the “white collar” class. It 
is this class that does not want charity and is accustomed to provide itself 
with insurance against the various contingencies of life, and to whom, 
most likely, hospital insurance would appeal as a means of meeting par- 
tially the expense of illness. Such insurance would render it much easier 
for the families in this group to pay for the services of physicians than 
has been the case hitherto, when both the hospital charges and the physi- 
cian’s fee have to be met simultaneously. 

II. The difficulties in providing hospital care for the white collar class 
are greater than for the ward patients because in occupying the private 
or semi-private rooms in the hospital they have the privilege of selecting 
their physicians or surgeons. Even if all the private hospitals in a city 
were to join in an insurance plan, the difficulty of proper distribution of 
patients amongst the hospitals would still have to be surmounted, in view 
of the limited hospital privileges of individual physicians. 

As I see it, the participating hospitals would have to be open hospitals, 
at least insofar as the insured patients are concerned, for if Dr. A., whom 
the insured person has selected, has only limited hospital connections, and 
the hospitals with which he is associated have no accommodations for this 
particular patient, a difficulty will arise as to the placement of the patient. 
And then in some of the larger cities many doctors have no hospital con- 
nections whatever. I am apprehensive that an insurance plan for semi- 
private patients, with the comparatively small semi-private facilities in 
our private hospitals and with the limited privileges of physicians, may 
turn out to be a boon for the proprietary hospitals—a most untoward 
development. 

The reason why any hospital should wish to participate in a group 
insurance plan is that it would be assured of a definite annual income, 
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in return for which it would assume a certain definite responsibility. 
The question arises, In what way can each participating hospital be assured 
of a stipulated annual income and whether each hospital would be in a 
position to discharge the obligation incurred at any and all times? How 
can both of these desirata be vouchsafed? Is there enough experience and 
statistical data to base the premiums of hospital insurance on a sound 
actuarial basis? The inherent difficulties in this situation are many. I 
believe, however, that they are not insurmountable. 


In the effort to secure revenue through a group purchase plan some 
hospitals may go too far in transforming ward services into semi-private 
facilities. In many instances such a transformation may change the basic 
character of the institution insofar as charity is concerned, and it may 
interfere with its effectiveness as a teaching center for interns and spe- 
cialists. It goes without saying that it would be utterly out of the ques- 
tion in hospitals associated with medical schools. 


Another question that should be decided before any plan is set up is 
the legal status of it. Although some courts hold that schemes of this 
character are not considered as insurance but as a mutual benefit service, 
the opinions of certain law officials in some states have been just the 
reverse. In one instance the attorney general of the state held that such 
a scheme would be tantamount to the establishment of an insurance com- 
pany and would require all the safeguards, monetary and legal, which 
apply to insurance companies operating in the state. 


III. Assuming that the difficulties can be overcome, the question arises, 
How should the group purchase of hospital insurance be organized? It 
is obviously out of the question for individual hospitals to endeavor to sell 
their services independently. It may be possible to do this in a small com- 
munity, but in a large city it is utterly impractical and well-nigh impos- 
sible. There are several alternatives, but I will mention but two. 

a) The taking up of this form of insurance by the existing mutual 
life insurance companies or the casualty and stock companies. About 10 
years ago one or two of the bond companies issued bonds of this char- 
acter but the plan did not work out. I do not know the cause of the 
discontinuance of the insurance. It may be that the premiums were too 
high or the risk involved was not properly appraised by the companies. 
It is also quite probable that economic conditions at that time were not 
propitious, and no one was concerned very much about individual or col- 
lective crises. 


b) The organization of a separate corporation, backed by the partici- 
pating hospitals, which would solicit business and undertake the risk. 
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It seems to me that the whole problem in its various aspects requires 
a great deal of thorough study before any commitment be made on the 
part of the hospitals or any other agency interested in social welfare. It 
is one of the instances in which haste should be made slowly. 





Miss Ethel Johns Becomes the Editor of ''The Canadian Nurse" 


Miss Ethel Johns, one of the most prominent women in nursing, whose 
service to the nursing field has been internationally recognized, resigned 
her position as Nurse Associate to the Committee on the Grading of 
Nursing Schools to accept the position of editor of The Canadian Nurse, 
effective January 1. 

Since her graduation from the nurses’ training school of the Winnipeg 
General Hospital, Miss Johns has taken an active and a leading part in 
the nursing world of North America. She has contributed a great deal 
to the advancement of the nursing profession and particularly to the bet- 
terment of nursing education. 

Her fine ability and eminent qualifications especially fit her for the 
position she will hold after January 1. Because of her wide acquaintance- 
ship not only with nurses themselves but with their problems, economic 
and otherwise, there are few people who exert a larger influence in the 
nursing field than Miss Johns, and The Canadian Nurse is to be congratu- 
lated upon securing her services as its editor. 


[44] 








A Group Hospital Insurance Plan 
FRANK VAN DYK 


Executive Secretary, Hospital Council of Essex County, Newark, New Jersey 
NEED FOR DISTRIBUTION OF HOSPITAL COSTS 

ONG BEFORE this period of economic stress public attention had been 

directed to the high cost of medical care and hospital administrators 

had been all too familiar with the criticism of high hospital cost. 
While we have generally recognized the difficulty experienced by the man 
of moderate means in paying hospital charges, we have up to this time 
given little consideration to any plan which might relieve the situation. 

Hospital administrators on the whole have rightfully felt that their costs 
were not too high in comparison with the value of service rendered 
but they have perhaps failed to recognize the inability of the average per- 
son to meet those costs. When we stop to realize that the American public 
spends more for chewing gum and cosmetics in a year than it does for 
hospital care we must face the realization that it isn’t the high cost of 
hospital care as much as it is that the need for this care comes at a time 
when he can least afford it. In other words, the hospital costs come at 
a time when the earning power of the individual is either diminished or 
cut off entirely and other expenses rapidly mount. 

After a moment’s reflection on these factors, one recognizes the serious 
need for a wider distribution of the cost of hospitalization. The use of 
the hospitals in times of serious illness is generally recognized and hos- 
pitals therefore have become an indispensable utility in every civilized com- 
munity. During this period of economic stress, we have also come to 
realize how much the distress of our neighbor strikes at our door, and 
we are now more than ever before ready to realize that the welfare of 
the community as a whole is reflected upon the individual member of that 
community. 

The average person is just as much unprepared for a siege of serious 
illness as he is for his home to be destroyed by fire. As in the case of 
fire insurance, we definitely face the need of spreading the actual financial 
burden of hospital care over the entire community. 

On the hospitals’ side of the question, all of us have experienced the 
rapidly diminishing income from patients, the serious inability of private 
philanthropy to meet the ever-widening gap between what it costs to care 
for patients and what those patients can afford to pay for their care. 
During recent years particularly we have raised our voices to municipal 
authorities for financial relief for the care of indigent patients. To my 
mind no right-thinking person will deny that the indigent problem is one 
for the entire community to face, but what about that vast majority of 
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persons who fall into the class between the indigent and the wealthy ? 

Mr. Michael M. Davis, of the Julius Rosenwald Fund in Chicago, in 
a recent statement pointed out the fact that we cannot anticipate that hos- 
pital deficits will be met in full by endowment. Those of you who have 
endowment funds realize all too well how the income therefrom has di- 
minished in recent years. While it is true that expenses have been cur- 
tailed materially, there is, as you well know, an irreducible minimum 
consistent with essential and adequate service. From all of this thought 
we come, after a bit of reflection, to the realization that we must broaden 
the base of support of hospitals. I am sure all will agree that we cannot 
expect private philanthropy to keep pace with growing hospital deficits ; 
that increase of endowment likewise cannot be anticipated; and we have 
already come to experience the difficulty in obtaining increased appropria- 
tions from governmental sources. 

When we apply the known facts to this problem it is surprising to 
learn how comparatively small the average payment per person would be 
if we distributed the cost of hospital service over both the sick and the 
well at any given time. Something like the cost of a newspaper a day 
would suffice to meet the hospital costs of collective groups of persons. 
It is obvious therefore that some system of utilizing the insurance prin- 
ciple on a voluntary basis should be formulated with the double aim of 
furnishing a new and broader base of support for hospitals and of helping 
the man of average means to pay his large hospital bill. 

THE HOSPITAL INSURANCE PLAN 

We have but to borrow a page from the book of experience of European 
hospitals during the past decade to learn that the application of the insur- 
ance principle to hospital costs is a feasible and practical plan. But we 
need not go to Europe to learn the merits of hospital insurance because 
more recently there have been developed plans in this country which have 
been operated with considerable success. The experience of practically 
every American community since the World War in raising large amounts 
for hospital construction has proved beyond a reasonable doubt that the 
American public when properly informed looks upon the voluntary hos- 
pital as a community institution and one that not only belongs to the public 
but depends upon the public for the means to make its service constantly 
available. Since hospitals are so essentially a community institution, it is 
wholly conceivable that the American public will favorably accept a plan 
whereby they can voluntarily share in the cost of operation in order to 
be assured that when they need such care it will be available to them with- 
out additional cost. In my own experience in the direction of campaigns 
to raise funds for hospitals, | have frequently faced the question of 
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whether or not the subscription included the privilege to use the hospital 
when they needed it. The answer of course had to be “no” and that 
payment for hospital services received would have to be made by the 
individual. Despite this answer, funds were always forthcoming. How 
much more readily then will the average person be willing to contribute 
toward the maintenance of the hospitals in order that they may have the 
assurance that its scientific services and facilities will be available without 
cost when injury or sickness overtakes them. 

For the past half year I have studied and analyzed the merits of the 
hospital insurance plan and have discussed the subject with untold numbers 
of people. I have yet to find what | consider a serious objection or reason 
why such a plan cannot be successfully initiated and operated. 

When the hospital insurance plan was presented to the Hospital Council 
of Essex County for its consideration, many questions immediately arose 
regarding the soundness of the plan; if such a plan was sound, why had 
not insurance companies arranged for such protection, and many other 
questions of like nature were asked. The need for comprehensive and 
exhaustive investigation and research was apparent. 

As you doubtless know, the present broad application of the group hos- 
pitalization plan was initiated by the Baylor University Hospital in Dallas, 
Texas, almost three years ago. Although some forms of hospital insur- 
ance had been in effect for a longer period in various parts of the country, 
they were not so broadly applied as in Dallas. It was felt that the only 
way to determine the soundness and the feasibility of such a plan was to 
go to Texas and investigate its merits at first hand. Accordingly, the trip 
to Dallas and the investigation were undertaken, and first-hand information 
was obtained. 

The plan in operation at Baylor University Hospital assures hospital 
service when needed in a $5 private or two-bed room, operating room, 
anesthetic, laboratory examinations, medical and surgical dressings, hypo- 
dermic and all usual hospital service of undergraduate nurses, nurse super- 
visors, interns and house staff, during the period of hospitalization not to 
exceed twenty-one days. In case the assured party should necessarily 
be hospitalized more than twenty-one days, then he shall be entitled to a 
discount of 331% per cent from the regular fees after the first twenty-one 
days. Plan does not include doctors’ visits, either physician or surgeon, 
nor the service of a special private nurse, nor board for special nurse, nor 
x-ray work. If the higher priced room is desired it would apply as a 
credit at $5 a day on the cost of such higher priced room. The benefits 
do not apply in the case of purposely self-inflicted injury or obstetrical 
cases, but in such cases, the assured shall be entitled hereunder to a 50 
per cent reduction on regular hospital fees. Except for preliminary hos- 
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pitalization pending diagnosis, the hospital is not prepared to care for and 
does not accept cases of pulmonary tuberculosis or chronic mental and 
nervous disorders, or virulent contagions, such as smallpox, ete. All such 
cases need treatment in special hospitals. 

In case of epidemic, public disaster, or other conditions occasioning an 
overcrowding of the capacity of the hospital to such a degree that it is 
not possible to provide accommodations, and in case adequate accommoda- 
tions cannot be secured elsewhere in the city, then in the face of such 
emergency it is agreed that the responsibility of the hospital under this 
contract shall be discharged by the refund to the assured of twice the 
amount that has been paid by the assured under this contract during the 
twelve months immediately preceding, and such payment shall constitute 
a full and final discharge of the obligations of the hospital hereunder. (On 
most days the hospital could handle an emergency additional load of 
seventy-five to one hundred, so there was no probability that such a neces- 
sity would occur. ) 

All members of the Dallas County Medical Society are eligible to use 
the facilities of Baylor University Hospital, and no patient can be admitied 
to Baylor University Hospital except under care and upon authorization 
of some member of the Dallas County Medical Society. 

The benefits of the plan do not apply if the member is released or 
discharged from an employed group. l‘ees must be collected and paid as a 
group. Personal identification must be made by some authorized represen- 
tative of the employer. This hospital originated the plan after serious 
research and study of all available facts, and it was first applied to teachers 
about 1,500. After 
the first year it was found that this group of employed persons presented 





in the public schools of Dallas and Dallas County 


an actuarial experience not profitable to the hospital. Reasons given 
were that the teachers were unemployed for two months of a year and 
during that period had ample time to avail themselves of hospitaliza- 
tion for treatment of illnesses arising from the exacting demands of their 
profession. Applied on a broader basis, however, which included em- 
ployees from all industrial and office groups, it has proved to be decidedly 
successful. The actuarial experience of this hospital was found to repre- 
sent a proportion of less than 7 per cent of the total persons insured to 
date. In other words, less than 7 per cent of those so insured to date 
under this plan were treated at the hospital. Their average length of stay 
was three plus days, and the average income was close to $7 per day. 

It was learned that at the beginning of the operation of this plan the 
hospital had available 156 beds, and after three years of operation with 
the plan, these beds are filled practically all the time. Some large wards 
have been reconstructed to provide such private rooms largely for the 
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purpose of meeting the demand of insured patients. At this hospital it 
was learned that this plan unquestionably had increased the volume of 
business and, more important, substantially increased their proportion of 
income. ‘The average cost per patient at this hospital last year was $5.11 
and it is interesting to note that it operates on a self-supporting basis, 
having no endowment and no municipal sipport and receiving no income 
from any denominational group. It is not intended to convey the idea 
that the progress of this hospital during the past three years, as indicated 
in the paragraph above, was entirely due to the income from its insured 
groups. However, the superintendent emphasizes that this source of 
income has been a contributing factor of marked importance. 

The business manager of a hospital informed me that at all times suffi- 
cient funds were available from monthly fees to meet the charges as they 
were incurred. He also estimated that if these patients had not been 
enrolled in the insurance plan the hospital would not have been able to 
collect more than 50 per cent of the cost of the care given. 

At the time of the investigation 6,442 were members of the plan at 
this hospital. This hospital has definitely adhered to the policy of dealing 
directly wich the group, through the employer or other representative, and 
has never employed any outside selling organization or middle-man 
representative. 

The Dallas Methodist Hospital and the Fort Worth Methodist Hospital 
also were visited. Both were enthusiastic about the merits of the plan. 
In both instances there had been no period in which the funds available 
had not been sufficient to meet the hospital charges incurred by the mem- 
bers of the plan. Analysis of the hospital’s financial records revealed the 
marked benefits which have come as a direct result of its operation. 
The director at the Dallas Methodist Hospital stated that in his opinion 
the benefits derived from the plan had enabled the hospital to operate 
without deficit, although they were in a serious financial plight before the 
plan was adopted. 

It was interesting to compare the rates charged by both hospitals in 
Dallas, because the Baylor University Hospital employs no selling or- 
ganization. The rate at that hospital is $6 per year or 50 cents per 
month. One exception is that of a group of school teachers for whom the 
plan was first adopted. It was found that because this group represented 
an actuarial experience unprofitable to the hospital the rates have recently 
been raised to $8 per year. 

The Dallas Methodist Hospital charges $9 per year or 75 cents per 
month of which $3 per year or 25 cents per month is retained by the 
selling organization. This means that the hospital nets an amount similar 
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to that received by the Baylor University Hospital. The number enrolled 

under the plan at this hospital now is in excess of 6,000, making a total of 

more than 12,000 in the City of Dallas. 

The Dallas Methodist Hospital although charging 75 cents per month 
has experienced no difficulty in selling membership in the plan through 
the selling organization it employs. Several reasons are indicated why no 
sales resistance up to this point has been encountered because of the higher 
rate. They are enumerated as follows: 

1. The sales organization is constantly active in the endeavor to increase 

membership. 

2. Baylor only occasionally presents the opportunity to join to carefully 
selected groups. 

3. Baylor does not accept every group of employees while the Methodist 
Hospital is willing to accept groups which have been declined by 
Baylor. 

4. Individuals are accepted by the Methodist Hospital but not at Baylor. 

5. The individual preference is for Methodist Hospital. 

6. Methodist Hospital offers a contract which is presented to the in- 
dividual and a patient is recognized as an individual rather than as a 
member of a group. 

Baylor Hospital exercises great care in selecting groups to whom the 
insurance plan is offered. Employees who are underpaid and overworked 
are not considered good risks and applications are not solicited from such 
groups. No individuals are solicited or accepted at the hospital. An in- 
sured person must be a member of a group where identification is made 
by some authorized representative of the employer. 

There are evidences in the community that this policy was not favorably 
received in some instances. The impression gained is that an insured 
person wants to be recognized as an individual and not as a unit of a 
group. 

This hospital has not had any unpleasant or unsatisfactory reactions 
from its staff doctors, the patients, or from the public generally. It has 
now operated this plan for three years, and during this entire period there 
has been a constant increase in the number of persons insured and conse- 
quently a constantly increasing and profitable volume of business. No 
group of employees has decreased its number of insured members but on 
the contrary, there has been a growing number of those who have availed 
themselves of the benefits of this plan. 

Although every member insured at this hospital pays a rate of 50 cents 
per month, all do not receive the same accommodations. Employees of the 


so-called lower classes, such as laborers;, porters, etc., are given hospital 
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treatment in ward beds at the rate of $3 per day. This discrimination has 
led to some criticism in the community. One employed group refused to 
join this hospital’s insurance plan on that account and made application 
at the other hospital operating a similar plan without discrimination of type 
of accommodations. 

It is evident that this arrangement, while perhaps desired from some 
viewpoints, does not contribute to a whole-hearted approval on the part 
of the public. 

At Baylor University Hospital no allowances are made for x-rays, but 
at the Dallas Methodist Hospital a 50 per cent discount is allowed. 

Payments of fees may be made monthly, quarterly, and semi-annually 
or annually. The annual payment is $6 per year at this hospital. 

Dr. J. H. Groseclose of the Dallas Methodist Hospital pointed out the 
interesting and significant fact that while this plan unquestionably tended 
to increase utilization of capacity, the increased cost of the greater care 
rendered was small in comparison to the income. In other words, there 
was but little increase in overhead cost, yet the income was beyond full 
cost and thus substantial in comparison to the slightly increased cost of 
operation. 

This hospital has an arrangement with an organization to handle the 
solicitation of applications, collections of fees, and the clerical work neces- 
sary to the operation of the plan. The hospital administrators are thor- 
oughly satisfied with the arrangement and said there was no other way in 
which they could handle this work satisfactorily. 

FORT WORTH METHODIST HOSPITAL 

This hospital experimented with this plan last year, applying it only to 
school teachers. The result was not wholly satisfactory for the same 
reason as explained by Baylor Hospital. The hospital administrators first 
carried on this work without the assistance of the outside representatives 
but abandoned the idea of promoting the program themselves. Mr. C. Q. 
Smith, the superintendent, explained the reason therefor as follows: “First, 
we could see a mass of details in the future should a large membership be 
secured ; second, we decided that the program is one of a sales proposition 
and requires the service of trained efficient salesmen if the maximum 
results are to be obtained. We feel that our job is to run a hospital, 
which, if properly done, consumes absolutely all of our time and we 
do not have sufficient time to develop the hospitalization program as we 
feel it should be developed.” 

Since the beginning of this year outside help has been employed and 
the experience so far this year with but a few hundred members has 
proved profitable to the hospital. New applications are being received at 
the rate of approximately four hundred per month. 
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It is significant to note that the experience of this hospital with a few 
hundred insured persons has proved of profit to the hospital. 


THE OPERATION OF THE PLAN FROM THE PUBLIC’S POINT OF VIEW 
IN DALLAS AND FORT WORTH 
Employers and Employees 

Various managers or heads of groups of employees, industrial and 
others, were interviewed in both Dallas and Fort Worth. The whole- 
hearted approval and commendation of the plan was unanimous. No 
criticisms or objections of any nature were made although criticisms were 
inviied. Employers generally were impressed with the advantage offered 
to their employees and in most every instance have encouraged their em- 
ployees to make applications. It was learned that in no instance had the 
proportion of employees participation decreased but on the contrary, there 
was a steady increase. Invariably after one of the number had received 
hospital treatment under this plan, new applications were obtained from 
among those who had not earlier availed themselves of the obvious 
advantages. 

In most instances employers upon authorization of their employees, 
agreed to arrange for the deduction of the monthly remittances and to 
forward one check for the group to the hospital or its agent. In some 
instances, where this was not done, one person, usually the cashier, was 
appointed to receive monthly remittances and forward such receipts to the 
hospital or its agent. 

Most of these organizations had in operation some form of employees’ 
benefit, toward which the employees contributed regularly. This did not 
appear as any factor of resistance to this plan. Generally, the hospital 
insurance plan was looked upon as an additional benefit which enhanced 
other sickness benefits in that such funds could be used for other than 
hospital purposes should the employee require hospitalization. 

Several employees were interviewed including some who had been hos- 
pitalized and some who had not. It was interesting to note the general 
enthusiasm for this plan when one of the insured employed group had 
received hospital care. One man who received 21 days of hospital care 
and incurred charges amounting to $243 said he could continue paying for 
twenty-seven years and still come out even and that he wouldn’t drop his 
hospital insurance under any circumstances. 

One woman who also had received hospital care stated that had she not 
had the advantage of being insured she would have been compelled to go 
to the hospital as a charity patient. The hospital in this instance, as in 
all others, received above-cost for her treatment. 
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THE MEDICAL PROFESSION 

One of the outstanding leaders in the Dallas County Medical Society, 
Dr. Charles M. Rosser, was interviewed. He stated that the doctors 
generally looked upon the plan in operation in Dallas most favorably, 
except from one viewpoint. Since the plan in Dallas is operated by each 
hospital individually, there being no reciprocal relations between them, it 
frequently made it necessary for a doctor to treat his patient in a hospital 
where he was not accustomed to operate, or where he did not choose to 
practice for personal or professional reasons. In this way the plan occa- 
sionally caused the doctor to lose a patient and for that reason he looked 
unfavorably on the plan. Generally, however, the doctors have endorsed 
it, and it has been approved by the county medical society. It was 
pointed out that doctors were in a better position to collect their fees 
because the patient did not have to meet hospital charges. 

When the council was mentioned, Dr. Rosser exclaimed that this would 
be an ideal situation in that the operation of the plan through the council 
would overcome this important difficulty and thus win the wholehearted 
approval of the medical profession. 

As a result of the interview with Dr. Rosser it became evident that the 
plan operated by hospitals individually obviously controlled the selection 
of that particular hospital by the insured patients and that situations might 
occur when this fact would not be to the best interest of the patient or 
the doctor. 

All of the foregoing information naturally was of considerable value 
and interest to the officers of the council. Our local hospital people, how- 
ever, properly asked whether or not the same factors would exist in our 
community. To answer this question intelligently and comprehensively, 
considerable study and research was undertaken and the following results 
and comparisons were submitted : 

In the year 1931 the number of patients cared for in the private 
charitable hospitals of the county was 55,368. This number includes 
all classes of patients: general, medical and surgical, obstetrical, new- 
born, and orthopedic and pediatric. Statistics of service show the 
following numbers of patients who by reason of their nature would 
not be affected by this plan. 


Obstetrical (mother and new-born).................... 7,708 
IIE 585.6 9S oe EN EARS K nee CCIE SE ROE 762 
Podisirit (Babies Hagel). os. c6 oss S058 eed iengees 893 

9,363 


This number reduces the total of 55,368 to 46,005. Children under 
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fifteen also would not be included in this plan. An analysis of service in 
local hospitals shows that approximately 20 per cent of all patients ex- 
cluding those indicated above, are listed as children. This would create 
the necessity of a further reduction of 9,201, leaving 36,804. 


This remaining number obviously includes women patients not gainfully 
employed. An analysis of hospital records of patients shows that approxi- 
mately 30 per cent of patients other than those already considered are 
housewives, or women patients not usually considered as gainfully em- 
ployed. This proportion of 36,804 is 11,041, and leaves 25,763 persons 
hospitalized in 1931 who could be considered as representing the volume 
of patients who would be hospitalized under this plan. 

The 1930 census figures give 367,272 persons gainfully employed in 
Essex County. Obviously there is no other basis which can be used to 
indicate the proportion of those normally employed who required hospital- 
ization in 1931. The fact that it is known that many of this number now 
are out of employment will only serve to emphasize that the proportion 
thus arrived at is a maximum number and therefore conservative. 

It must also be borne in mind that the number of 25,763 also is a 
maximum figure for the reason that it obviously includes persons such as 
those over 65 and other male and female patients not gainfully emploved. 
There is no ready source for determining the accurate or approximate 
number of such hospitalized persons. It will be readily agreed, therefore, 
that 25,763 patients is the maximum number obtained from employed 
groups. The number of 25,763 represents approximately 7 per cent of the 
367,272 persons listed as being gainfully employed. 

This proportion compares almost exactly with the experience of the hos- 
pitals in Dallas, Texas. Their proportion of the total number insured 
who were hospitalized was 6.7 per cent. 

The average days’ stay in Dallas was nine plus. This length of stay 
compares favorably with figures presented in United States Public Health 
Report, Vol. 42, 1927, which quoted the result of a ten year study of em- 
ployees of the Edison Company of Boston. This report states that the 
average number of days lost for men was seven to nine and for women, 
fourteen. The proportion of men employees in Essex County in 1930 was 
73 per cent plus, and of women, 26 per cent plus. Applying the average 
days lost quoted above to both sexes on the basis of the foregoing propor- 
tions, the average days lost was ten plus. 

It is assumed that should any of these patients represented in the aver- 
age days lost require hospitalization the same average would apply. That 
this is sufficiently accurate for determining the length of stay of such 
patients in Essex County is indicated in the experience in Dallas where 


[54] 











January, 1933 FRANK VAN DYK 


the average stay was less than ten days. The question as to whether or 
not sufficient experience has been obtained to prove this contention does 
not apply in the case for the reason that the only thing which governs 
the length of stay of a patient is his or her condition and the ratio of 
days’ stay would apply to any representative number. 

The Committee on the Costs of Medical Care in one of its recent reports 
says that the average male person in the United States loses from six to 
nine days and the average female from eight to twelve days. These figures 
are mentioned to indicate that the above calculations are approximately 
correct. 

The degree and length of hospitalization required in an average repre- 
sentative group in Essex County is summarized as follows: 

1. Seven per cent of employed group received hospital care. 

2. The average number of days in which hospitalization is required is 

not more than ten. 

In summing up the comparison of relative factors it was concluded that 
30,000 members in such a plan could readily be obtained within a com- 
paratively short period. Using this figure as a basis for calculation this 
income of $6 annually per member would yield a total of $180,000. As- 
suming that 7 per cent would require hospital care, 2,100 patients would 
receive the benefits of the plan. 

It was noted that the average length of stay per patient in Dallas was 
approximately ten days for all classes of patients. This is approximately 
one day less than the experience in Essex County. In order to be con- 
servative we shall use the average length of stay of eleven days. For 
2,100 patients, this would yield a total of 23,100 days. Since the income 
would be $180,000 the average income per day for the 23,100 days would 
be $7.80. 

The average cost per patient per day in Essex County in 1931 was $5.65. 
On that basis the annual surplus above cost would be $49,165. In con- 
sidering this figure, however, one must bear in mind that this represents 
the income over the average cost. I believe all will agree that the average 
income of $7.80 for this group of patients is at least double that which 
any hospital enjoys in the care of any group of 2,000 average employees. 

From information obtained as a result of the investigation at Dallas 
and Fort Worth, together with comments and statements of hospital 
authorities, large employers, doctors, and others who are familiar with 
hospitalization generally, operation of the plan under the auspices of a 
group of hospitals, such as our council, offers the best and fullest ad- 
vantage. 

It is our sincere belief that the operation of any insurance plan cannot 
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achieve its fullest measure of success unless the hospitals of the com- 
munity coOperate in making the plan available. Should one or more hos- 
pitals adopt this plan and others in the same community decline, hospitals 
with the plan will be favored and obiain a greater and more profitable 
volume of business at the expense of the other hospitals not operating 
the plan. This is not conducive to the best interests of the community. 
All voluntary hospitals in a sense are community institutions, directly or 
indirectly belonging to the public. There is no other factor than the atti- 
tude of the hospitals themselves which prohibits coordination and codpera- 
tion in any given community. 

Since they all belong to the public there is no logical reason why they 
should not correlate their experiences and services for the benefit of the 
public as a whole. The operation of this plan in my opinion will do much 
to bring about a closer relationship among hospitals in a given community 
and I almost dare to say that if the operation of the insurance plan does 
nothing more than to accomplish this purpose, it will be well worth while. 

SUMMARY OF EXPERIENCE IN DALLAS AND FORT WORTH 

In Dallas more than 12,000 persons are members of the group hospital- 
ization plan. 

Hospitals have increased utilization of capacity as a result of the plan. 

The ratio of income per patient has increased despite the depression. 

The number of insured persons is increasing rapidly. 

The hospitals’ experience indicates the work of promoting the plan 
should be carried on by some trained sales representative devoting ex- 
clusive time to this work. 

Both employers and employees endorse the plan. 

The medical profession generally has endorsed the plan because it en- 
hances the opportunity to collect fees. There the one reservation is that 
in some insiances it interferes with individual practice because hospitals 
operate the plan individually. 

There should be no discrimination in providing type of accommodations 
for patients when all members pay similar rates. 

Not only have hospitals benefited materially in a financial way, but the 
plan has increased the education of the public in regard to hospitalization. 

Solicitation of applications should be confined to groups and individuals’ 
applications should not be solicited except in a large measure so as to 
represent the average population. Members of the plan should be con- 
sidered individually and so admitted to hospitals rather than as a unit of a 
group, requiring identification of employer. Otherwise, public reaction is 
indicated to be unfavorable. 

The law of averages relative to persons requiring hospital care has 
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applied to small numbers of groups as well as large numbers. This is not 
indicated, however, in small numbers of individuals. 

Should one or more hospitals adopt this plan and others in the same 
community decline, hospitals with the plan will be favored and obtain a 
greater and more profitable volume of business at the expense of other 
hospitals not operating the plan. 

Aside from the benefits to the hospital already indicated, advantages only 
possible by a joint operation of the plan by all hospitals in the community 
are enumerated as follows: 

1. It would provide the opportunity for members of the plan to go to 
the hospital of their choice, thus creating no change from the present situa- 
tion regarding selection of hospitals. In the case of accident the injured 
member could be brought to the nearest hospital with full assurance that 
he could obtain full advantage of the plan. 

2. It would avoid unfair competition should one or a few hospitals 
offer care under this plan. 

3. There would be no interference with the practice of any physician 
or surgeon. 

4. Remittances by employed groups would go into one fund rather 
than into several if operated individually. This would avoid confusion 
and annoyance on the part of employers or those who collect the receipts. 

5. Sales resistance would be materially lowered due to the fact that 
there would be no compulsion to accept service in a hospital not of their 
choice. 

6. The hospital would not be required to expend any effort other than 
to receive and care for the patient after identity was established, and re- 
ceive prompt remittance of the established charges. 

As a result of our investigation and study the following points of benefit 
to the hospital and the public are indicated and summarized : 

1. It enables employed persons of average means to be assured of ade- 
quate hospital care at no other cost than a monthly payment which aver- 
ages no more than the cost of a newspaper a day. 

2. It enables them to obtain the scientific advantages of hospital service 
at an early stage of illness and thus avoid advance of illness to a degree 
where intensive hospitalization or medical care is required. 

3. It avoids the necessity of the patient’s going into debt, or accepting 
charity service. 

4. It enables him to retain his self-respect and saves him from the 
spectre of financial insecurity. 

5. It enables the hospital to place its financial structure on a more 
permanent basis. 
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6. It tends to increase occupancy of private accommodations. 

7. It yields an income in excess of the cost of care. 

8. It enables the hospital to admit to private accommodations many per- 
sons who otherwise would receive ward service. 

9. It preserves the independent practice of medicine and enables the 
doctor to establish and maintain private relationship between the patient 
and himself. 

10. It enables the doctor to have the advantage of hospitals’ scientific 
facilities which otherwise might not be obtained because of the inability of 
the patient to pay for such service. 

11. It enables the doctor to collect his fees more readily. 

12. It also enables the doctor to retain many of his patients who other- 
wise might be lost to him, because of their inability to pay for private 
hospital service. 

In our discussion of the merits of this plan with representatives of large 
insurance companies we have ascertained that an insurance company cannot 
offer a service which includes the full advantages of this plan. While they 
could issue a policy covering the cost of hospital service, the payments, 
of course, would be made direct to the patient. This, however, would not 
insure the payment to the hospital. The charters under which insurance 
companies operate do not permit them to establish such a service as has 
been outlined. Insurance officials have looked upon this plan as a mutual 
benefit arrangement rather than as insurance. It is, of course, based on 
insurance principles, but general opinion indicates that the terminology 
employed should avoid the word “insurance.” After all, it is a mutual 
aid or benefit plan—the hospital on one hand and the public on the other. 
No indemnity is offered but needed service is guaranteed. Simply stated, 
the individuals in groups share the cost of hospital service which a pro- 
portion of the members will need. 

Insurance authorities have informed us that while the plan is-an advan- 
tageous one, both to the hospitals and to the public, constant study of 
actuarial experience in much the same manner as is carried on by the insur- 
ance companies will be necessary in order to avoid an unsound proportion 
of bad risk groups. The wisdom of this timely warning is indicated in the 
results of a study of the operation of the plan by one hospital which 
showed that there were a considerable number of employed groups whose 
total payments to the hospital were considerably less than the charges 
incurred by their members as hospital patients. It was apparent that this 
hospital made no effort to check its experience with the groups who were 
members of their plan. It is our opinion that it is possible to obtain a 
dangerous proportion of bad risk groups which would seriously lower the 
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net income. If we look at it from the viewpoint of what the hospital 
would normally receive from such groups, however, it may be reasonably 
stated that the hospital would not lose even under those circumstances. 


One of the problems in the satisfactory operation of this plan is its 
presentation to the public—the handling of the necessary details, including 
proper actuarial studies. There is much evidence to indicate that a sepa- 
rate organization is necessary to properly carry on the sales, collection, 
and actuarial effort. It is, however, also apparent that such an organiza- 
tion must possess, in addition to good group sales experience, the ability to 
properly interpret hospital facts to the community, a knowledge of com- 
munity hospitalization, and the ability to study and interpret actuarial 
experience. 

While the Executive Committee of the Hospital Council generally ap- 
proved the adoption of this plan some time ago, it has given much thought 
to the details of operation stated above. A number of organizations have 
been created in recent months but the majority of them in our opinion 
offer little of the experience and training we consider necessary to a 
proper operation of the plan. In other words, exceedingly few of them 
are equipped to protect the hospital from unsound actuarial experiences. 


At the present time the Executive Committee of the council has tenta- 
tively adopted a plan which it expects within a short time to present to 
its member hospitals for approval. This plan is based on the Dallas ex- 
perience with a few modifications. It provides for 21 days of hospital 
care including all essential services and does not exclude x-rays or make 
a separate reduced charge for them. It is our opinion that the service 
niust be all-inclusive and the rates sufficiently high to cover such service. 
We feel the charge of $10 a year is a reasonable one. Of this $10 charge, 
$3 would be retained to cover the expense and remuneration of the sepa- 
rate selling organization. This would leave $7 per member for the 
payment of hospital services required by the subscribers to the plan. This 
$7 is a 1624 per cent increase over the $6 obtained by the Dallas hospitals 
and we feel that such an increase is sufficient to cover the cost of x-rays. 
All persons gainfully employed will be carried among groups of em- 
ployees. Individuals will be accepted but no effort will be made to obtain 
individual subscribers. 

It is our opinion that group hospitalization should give only hospital 
service and should in no way compete with the physician’s professional 
service. The codperation of the medical staff is necessary to prevent 
malingering of patients and the admission of patients who are in no need 
of general hospital care. Therefore, the cooperation of the medical pro- 
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fession is essential and everything must be done to encourage and obtain 
such cooperation. 

Since there appears no other possible solution to the hospitals’ financial 
problems, which have multiplied at an alarming rate during this period of 
economic stress, it is felt that we must at least experiment with the group 
hospitalization plan. 

Unquestionably many developments will take place and in all probability 
will later include members of families as well as employed heads of fam- 
ilies. At this time, however, it is felt safer to initiate such a plan dealing 
only with employed groups. 

Judging from the interest manifested in this subject at the recent hos- 
pital convention it is apparently claiming the attention of hospital adminis- 
trators everywhere. It has been repeatedly said that the public’s interest 
in the problem of meeting hospital costs is rapidly increasing and certainly 
all those who are familiar with hospital operation must exert every effort 
to work out a solution which will meet the needs of all concerned. | 
believe it was Lord Byron who said, “Men of age consult too much, 
delay too long, and adventure too little.’ This is particularly true of 
eleemosynary organizations and institutions. We must go forward and 
fulfil the obligations which in a sense we have assumed in providing the 
avenue through which every American citizen may receive the advantages 
of that rapid advance of medical and surgical science which is available 
only in our modern hospitals. We can, and should, adventure a little and 
not delay too long. 


pcre rnccscheticie 
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Pan-American Medical Congress 

One of the meetings which will prove of special interest to hospitals 
and the medical profession during the year will be the Pan-American 
Medical Congress, which will convene in Dallas, Texas, from March 21-25. 
This meeting will call together the leading men of the medical profession 
in North and South America. 

The program for the Fourth Pan-American Medical Congress is full 
of interest and the medical and hospital men who will attend it are the 
leaders in professional thought in Latin America, Canada, and the United 
States. 

The president of the society is Dr. Francisco M. Fernandez, of Havana, 
Cuba, and the secretary general is Dr. J]. E. Lopez-Silvero, also of Havana, 
Cuba. The chairman of the local arrangements committee is Dr. J. O. 
McReynolds. 
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The Mutual Association Plan for Group 
Hospitalization Insurance 


C. H. DRESHMAN’ 


A Mutual Association Plan for the administration and operation of group 
hospitalization insurance which overcomes certain limitations in present plans 
and provides a wider scope of application 


A SOUND BASIS FOR GROUP HOSPITALIZATION INSURANCE 

IIE BASIC PRINCIPLES of group hospitalization insurance have been 

definitely established. Sufficient data and experience are available to 

enable hospitals individually or in groups to proceed with the plan 

with certainty as to its actuarial soundness, its beneficent service to the 

wage-earner, and its contribution toward broadening and stabilizing the 
financial income to the hospital. 

POSSIBILITIES OF EXPANSION 

It is, of course, true that the plan as operated today is only a beginning 
of one that is certain to be developed on a broader basis of service. This 
plan will undoubtedly some day provide not only for the individual wage- 
earner but also for his dependents. It may even be extended to an indi- 
vidual basis as well as to those in groups. 

However, extensions from the basis found actuarially sound should be 
made only with great care. Nothing could be more unfortunate for the 
whole plan that experimentation in a broader field without first firmly 
establishing a procedure on the present proved basis. 


PLAN OF OPERATION AN IMPORTANT FACTOR 

With the essential factors in group hospitalization insurance firmly 
established the plan by which it is put into operation becomes of para- 
mount importance. 
Present Plans of Operation 

To date various methods have been used in enlisting members in the 
group hospitalization insurance plan. 

First: \Where the hospital itself administers the plan, secures the mem- 
herships, makes collections, keeps records, and makes actuarial studies. 

Second: Where the hospital employs an organization to function for 
it as agent in the above. 

Third: Where a group of hospitals unite in the plan, form a central 
organization, and employ an agent organization to function in administra- 
tion and promotion. 


10f the firm of Ward, Wells, and Dreshman, New York City. 
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Fourth: Where a professional group or company undertakes to operate 
the plan on a business basis, enlists members, and contracts with the hos- 
pitals to render service. 

COMMENTS ON PRESENT PLANS 

Plan 1.—Under plan number 1 it will be noted that an executive of the 
hospital, in addition to all his other duties, is called upon to take the added 
responsibility of administration and promotion. Only in exceptional cases 
could such a plan possibly succeed without interfering either with hospital 
affairs or a full devotion to the operation of the plan. 

Plan 2 and 3—Under form of organization 2 and 3, where hospitals 
turn over to a private organization the full responsibility for operating 
the plan, the charge is likely to be made that it becomes a commercial 
promotion. 

Furthermore, under above plans where one or more hospitals engage 
in the plan as a strictly hospital venture and other hospitals are not in- 
cluded, there is bound to be competition, animosity, and confusion among 
patients and physicians. Members of such an organization, when becom- 
ing ill, are sometimes greatly embarrassed when their family physicians 
express a desire to send them to the particular hospitals with which the 
physicians are identified and which happen in some cases not to be included 
with the hospitals in the group plan. 

Plan 4.—Under plan 4 hospitals bear merely a contractual relation with 
a promotive agency that operates on a strictly commercial basis. 

CONCLUSIONS 

It is the firm belief of the writer that the interests of the group hos- 
pitalization insurance plan will be best served if all approved hospitals 
accessible to members are eligible to render service to members, and if the 
present freedom of action is maintained in the relation of patient with his 
physician in the selection of the hospital with which the physician is 
identified. 

The following plan preserves all essential factors in present plans of 
operation; overcomes limitations and difficulties which have become evi- 
dent; provides a broader scope of application; and becomes a movement 
of community-wide interest. 

THe Mutuat Association PLAN 
A CITY-WIDE MOVEMENT 

The Mutual Association shall be a non-profit making, membership cor- 
poration for the purpose of providing group hospitalization insurance for 
its members. 

As indicated, this plan calls for a “Mutual Association” which unites 


the interests of all approved hospitals, employers, wage-earning members, 


[62] 








AR TAP L A TF" irra A 


BRALE"FILEREA TF 



















































































SNOILWOISISSW10 
dnou9 
AVOIdAL 
































= a Dp — = a. Gc La } — @ 
SHS mE /4//E S/S] Sl le || 
SII\QlI>PIISIISIISZI SIS Al ay Z 
nm = — ae 2 2 = — ~ — A 
5 = - in D> S — 4 4 aa nD 
* a O 
-— 2) > & an Qe lin n 
Ss a J © > pa m 
Yard oO m m = m —N 
Zzii|z oiim 
@ az ay 
= 
09} | yO} | 09} }wO7} | wo] |wO2] tO] 1yo2} | 02} | yo] | wo? 
we ve, We xf J Wo ie oe M3 "3 x4 
Sdnoud | J3AO1dWI 
W937 SNOS 12? [STWLIdSOH | NOBeNO%s | TyiyyNLoy|NOISS3d0ud | oNtuNnoDav 


























IIDNNOD ¥ 1WUugaNa9 








JONVUANSNI 


| 





[yordawia| 





duvog A09d 








NOILVZITVLIdSOH dNOud x04 
NOILVIDSOSSV TVNLAW 





N3WYIVHD dowd 





S33LLINWOO ans 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


and the general public. The hearty codperation of the medical profession 
should be enlisted through local or county medical societies to aid in 
determining policies and procedures. With all interests united and repre- 
sented in the management it will be obvious that it becomes a civic or 
community movement and will be more readily accepted and supported. 

The plan presented has some of the features of the Merseyside Con- 
tributory Council of England, where 270,000 members are affiliated. It 
is, however, distinctly adapted to our American plan of group insurance. 

CONTROL AND POLICIES SAFEGUARDED IN ARTICLES OF INCORPORATION 

AND CONSTITUTION 

Governing Board 

The Association should be incorporated with a governing board rep- 
resenting all interests, but with safeguards in the Articles of Incorpora- 
tion and the Constitution which will insure the major control remaining 
in the hands of hospital representatives and those of the medical profession. 
All executive functions should rest with final authority in this governing 
board and the terms of membership representation on this board should 
be definitely fixed. 
Policies 

The Constitution should also safeguard the maintenance of the essential 
elements in the plan, such as: 

a) Members’ monthly fee payable directly to the Association through 

payroll deduction ; 
Payment of fixed sum per diem to any approved hospital for serv- 
ices rendered to members; 
The establishment of a reserve fund from surplus earnings on 
the basis of a fixed amount per member ; 


b 


i 
~~ 
— 


The distribution of surplus earnings beyond the reserve to hos- 
pitals on the basis of days’ service rendered by each hospital to 
members. 

Note.—Details of contractual agreement between Association and as- 
sured member covering amount of monthly payments and scope of service 
to be rendered by the hospitals should be similar to those agreements 
already established as actuarially sound (illustration—Baylor University 
Hospital agreement) but should be adapted to local needs and conditions. 
(reneral Council 

In addition to the governing board there should be a general council 
composed of the chairmen of the Executive Committees of the Classified 
Groups of Employees. 

Illustration : Solicitation of bank employees can be most effectively made 
under the direction of a Bank Employees Executive Committee whose 
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chairman might be a prominent banker with a committee of leading bank- 
ers and representative employees. The chairman of this group should be, 
ex officio, a member of the general council; so with other important group 
classifications. Thus the general council should contain in its body a group 
of most representative citizens. 

Subcommittees 

In addition to the above chairmen, other citizens should be eligible to 
membership on the council because of particular services they may render 
on various subcommittees, such as: finance and accounting, medical pro- 
fession, actuarial, membership and promotion, hospitals, public relations, 
legal. 

Function of General Council 
The function of the general council should be: 
a) To elect the governing board in accordance with the Articles of 
Incorporation and the Constitution ; 
b) To devise plans and procedures which will advance the interests 
of the Association ; and 
c) To execute these plans and procedures after they have been ap- 
proved by the governing board. 
Advantages of the Mutual Association Plan 

It will be evident that with such a set-up the movement will inspire 
community confidence and cooperation and will allow the widest application 
of the plan. Needless to say, such wide application will lead to greater 
stability and a larger measure of financial support to individual hospitals. 

The very nature of the organization and the democracy of the move- 
ment will commend itself to the public, the employer, whose cooperation is 
essential, and the wage-earner who becomes a member. 

Under the above plan the Mutual Association, when well established, 
might employ its own staff of executives. However, competent counsel 
and direction might well be engaged for the formative period of the Asso- 
ciation and for the securing of an adequate and widespread membership 
to make the plan effective. 

Meets the Needs of Both City and Suburban Members 

Under the Mutual Association Plan one particular phase will be of vital 
interest to larger communities, where many employees spend one-third 
of their time at work in the city and two-thirds in their suburban resi- 
dential communities. Obviously the restriction of the membership service 
to one hospital or a group of hospitals in either the downtown or suburban 
communities would work hardship and confusion. 

Under the Association Plan all approved hospitals would be placed on 
the same basis and the member could be cared for in the location where 
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sudden sickness developed and at the hospital designated by his physician. 
Applies to Districts of Contiguous Cities 
The Mutual Association Plan thus adapts itself to the community where 
there is only one hospital, to the community where there are many hos- 
pitals—city and suburban, and even to districts served by the same hos- 
pitals in contiguous cities. 
SUMMARY 


This plan will make possible the widest extension of service. It will 
unify hospital and medical interests and avoid competition and confusion. 
The Mutual Association form of organization and management will em- 
phasize its “non-profit” character, overcome resistance in selling with both 
employer and employee, and provide the largest and most stable financial 
returns to individual hospitals. The group hospitalization insurance plan 
has large possibilities. It has come to stay because it serves a great need. 

In any plan the interest of the wage-earners of the community should 
have first consideration. Every effort should be made to present to them 
a plan whereby the relationship with the physician and the hospital does 
not become controversial or competitive. The Mutual Association Plan 
takes these considerations into account and meets them entirely. 

Group hospitalization insurance will undoubtedly widen in scope, and 
the greatest possible care should be exercised in founding it on a solid 
and enduring basis. 
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Canadian Hospital Contributory Schemes 
FRED. W. ROUTLEY, M.D. 


President, Canadian Hospital Council, Toronto, Ontario 


HE PUBLIC HOSPITALS in Canada may be divided into three broad 

classifications insofar as the responsibility for their administration 

is concerned. Since this paper is intended to deal with hospital 
economics and particularly with the financial relationships between hos- 
pitals and the public at large, it would be wise to state explicitly at the 
beginning just what types of hospital fall into the three classes. 


CLASSIFICATION 


First we have a large group of provincial hospitals which are operated 
directly by the different Provincial Governments. In most of the provinces 
these institutions are established only for the treatment of mental diseases. 
Any case of mental illness may go voluntarily into one of these hospitals, 
or may be committed to one provided a bed can be found. During the 
last few years the provincial mental hospitals have been overcrowded and 
it is frequently impossible to get patients into them for some considerable 
time after application has been made. Patients may pay the full cost of 
their care in our mental hospitals, they may pay part of the cost in ac- 
cordance with their financial ability, the balance being assumed by the 
Government and part of it charged back to the municipality, or in case of 
indigency the full cost is charged back to the municipality as just de- 
scribed. 

In two or three provinces, hospitals for the treatment of tuberculosis 
are also carried on by the governments in a manner similar to operation 
of the mental hospitals. In the province of Saskatchewan sanatoria for 
the treatment of tuberculosis are free to every citizen of the province who 
may have the misfortune to be afflicted with that disease. 

From this aspect, the second class of hospitals to be found in Canada 
are municipal hospitals. These are institutions which are operated di- 
rectly by a municipality, or by a combination of municipalities, as in many 
parts of rural Saskatchewan, where they are called “union” hospitals. 
Practically all of the isolation hospitals in Canada are operated as 
municipal hospitals. 

In most parts of Canada the treatment of diseases requiring isolation 
are the complete responsibility of the municipality in which such patients 
reside. 

Then there are a considerable number of general hospitals in Canada 
operated by municipalities. They are usually operated by a commission 
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appointed by the Municipal Government and all deficits are the final re- 
sponsibility of the municipality. These hospitals, however, receive the 
same amount of government support that other general hospitals are paid. 
From a distinctly rural standpoint Saskatchewan has led Canada in estab- 
lishing union municipal hospitals which are operated by a group of munici- 
palities and into which any sick citizen may be taken without charge, 
excepting as he pays it in his regular taxes. These union hospitals are 
the first real experiment in fundamental state hospitalization which has 
been attempted in Canada. 

The third group of hospitals to which I would like to refer comprise 
the general hospitals and sanatoria for tuberculosis, which are operated 
by trusts formed by charters from the Provincial Governments. This is 
by far the largest group of hospitals in Canada. These institutions have 
been built at a cost of hundreds of millions of dollars by public-spirited 
citizens with funds provided voluntarily for the purpose. It is not a very 
far cry back to the time in the history of the world when all hospitals 
were financed entirely from voluntary funds. Education of the public to 
the place where governments and municipalities were willing to take any 
financial responsibility for hospitalization of the sick has been a slow 
process. 


FINANCIAL SUPPORT OF HOSPITALS 


Varying amounts of financial support are given to these hospitals by 
governments and municipalities in the different provinces. In no case, 
however, does this support cover even the current cost of the treatment of 
the indigent sick in the institutions. In two of the eastern provinces there 
is no legislation providing for any patient per diem financial responsibility 
by the state. Lump sum grants, however, are made to the hospitals from 
year to year. 

In all of the other provinces per diem support is granted by govern- 
ment legislation, which takes two forms. In the first place direct support 
is given by the Provincial Governments ranging all the way from 25 cents 
per patient day to $1.25 per patient day. In the case of most of the 
provinces these grants are made only for the care of indigent patients or 
patients paying public-ward rates. In one province, however, 50 cents 
per day is paid by the Government for every patient during a period up 
to three months of his stay in hospital. 

Second, the Governments in most of the provinces have passed legisla- 
tion making it obligatory for municipalities to pay varying amounts up to 
a maximum of $2.50 per day for the treatment of the indigent sick in 
their hospitals. In my own province of Ontario the Government pays 
60 cents per day for all indigent patients and all patients paying not more 
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than $1.75 per day for their treatment, and 30 cents per day for new- 
born babies of indigent parents during a period of 14 days’ stay in hos- 
pitals. The Government also pays $2 per day for all indigent patients 
treated in hospitals who reside in outlying unorganized districts. Pro- 
vincial legislation compels all organized municipalities to pay $1.75 per 
patient day for all indigent patients residing in their districts. 

The following brief summary of information, compiled from informa- 
tion supplied by the Hospital Service Department of the Canadian Medi- 
cal Association, may be of some value to members of the American Hos- 
pital Association. 

Prince Edward Island 

There are no per diem grants. A lump sum is given to the hospitals. 
The 1931 grant was $2,000 to each of the three general hospitals in Char- 
lottetown. Legislation requires the Government to give $12,000 per year 
to the Provincial Sanatorium. In 1931 they also paid the deficit on that 
institution amounting to $18,000. The municipal grant to the two general 
hospitals in Charlottetown was $1,000 each. The mental hospital is en- 
tirely supported by the Government, except for small revenue received 
from patients. 

Nova Scotia 

The Provincial Treasury pays a per diem grant of 35 cents up to the 
amount of $1,500; after this amount has been reached the per diem grant 
paid is 25 cents. 

New Brunswick 

Government aid to hospitals in New Brunswick is not based on patient 
day cost, but a specified sum is set. In 1932 the annual provincial grant 
to hospitals was reduced 25%. Municipal support to the local hospitals 
is not made upon a stipulated per diem basis, but most municipalities con- 
tribute a lump sum to their local hospital for the care of indigent patients. 
Where indigent patients come from an outside municipality, such munici- 
pality is required by law to remunerate that hospital upon a per diem basis 
equivalent to the per diem cost for the previous year. 

Ouebec 

Hospitals in Quebec receive support from the Public Charities Fund 
which is operated by the Government. This fund is supported in various 
ways: taxes on meals taken in public restaurants; amusement tax; fines, 
etc. Indigent patients, with six months’ consecutive residence are cared 
for equally by the province, municipality, and the hospital. Hospitals are 
divided into three classes and indigents are paid for at fixed sums de- 
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pending on the bed capacity for indigent patients at the hospital, as fol- 
lows: 

General hospitals with a minimum of 40 beds for the use of indigents, 
$3 a day. 

General hospitals with a minimum of 25 beds for the use of indigents, 
$2.01 a day. 

In small centers where there is a minimum of 15 beds for indigents, 
$1.05 a day. 

In addition the Government is now making lump sum contributions to 
various hospitals, spread over a period of years, to assist in construction 
and other capital expenditure. 


Ontario 

The province pays 60 cents a day for every indigent patient and 30 
cents a day for babies born in hospital of indigent mothers. Limit of 
adult grant, 120 days; for babies up to 14 days after birth. No provincial 
aid is granted for patients for whose care the hospital collects more than 
$1.75 per day. Municipal aid is $1.75 per day for indigent patients and 
90 cents a day for the care of a baby born in hospital of an indigent 
mother, or the municipality may enter into an arrangement with the hos- 
pital for the treatment of all indigents from that municipality for a fixed 
sum. Hospitals for incurables are paid for at the rate of 60 cents a day 
per patient. For patients in sanatoria the Provincial Government pays 
75 cents a day and the municipalities pay $1.50 a day. In no case will 
the Provincial Government pay grants to a hospital where the revenue for 
that year exceeds the expenditure for operation and maintenance, and 
provincial aid must not exceed the total of all amounts received from 
municipalities. 


Manitoba 

Provincial aid is 50 cents a day for every patient admitted, not to 
exceed three months. Municipal aid is $1.70 a day except for smallpox 
patients when up to $7 a day may be charged. Municipalities may enter 
into contracts with hospitals, and are not liable after 45 days’ stay. The 
Hospital Act has an inter-provincial clause on the care of indigent patients. 
Saskatchewan 

Provincial aid is 50 cents a day for every patient; municipal aid, $2.50 
a day. Municipalities are permitted to build and operate union hospitals. 
The Hospital Act has an inter-provincial clause re care of indigents. Hos- 
pitals on the border are governed by a special Borders Area Act. 
Alberta 

The provincial per diem allowance for all patients is 50 cents. Munici- 
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palities held liable for treatment of indigent patients must pay the public- 
ward charge of that hospital, or they may enter into an agreement for a 
lump sum per year. 


British Columbia 


The Provincial grant is rated according to the number of patient days 
as follows: 

For hospitals with over 365 days’ treatment, but not over 500, the sum 
of $625. 

Over 500 days, the sum of $1.25 for each patient for the first 1,000 days’ 
treatment. 

Exceeding 1,000, the sum of 95 cents per day for each patient for the 
first 1,500 days’ treatment of such excess. 

Where the total number of days’ treatment in a year exceeds 2,500, the 
sum of 80 cents per day for each patient for the first 2,500 days’ treatment 
of such excess. 

Where the total number of days’ treatment in a year exceeds 10,000, 
for such excess the sum of 70 cents per day for each patient in addition 
to the aid mentioned above. 

For patients suffering from tuberculosis the sum of $1.25 per day is 
paid. 

The municipality in which any person who is a patient in any hospital 
receiving aid under the Hospital Act has his permanent abode, or in which 
he resided for a continuous period of three months immediately preceding 
his admission to the hospital, shall be liable to pay to the board of man- 
agement of the hospital the sum of 70 cents per day during the time that 
person is a patient therein. 

The hospitals get a small per diem grant from the Government as a 
share in the proceeds from the Government liquor control system. 


WORKMEN’S COMPENSATION BOARD CASES 

In connection with Government and municipal support of hospitals there 
are large groups of patients which do not come under the above classes. 
The largest group is composed of the industrial accident cases who are 
treated under our Workmen’s Compensation Act. The cost of the treat- 
ment of these patients is borne almost entirely by the Workmen’s Com- 
pensation Commission, the rates paid by them being $3.50 per patient 
day. If all forms of suggested state medicine, so called, could be measured 
by the yardstick of the success of our Workmen’s Compensation Acts in 
Canada, they would be bound to come in quickly. I believe every class of 
our citizens—employers, employees, physicians, and hospital workers—is 
agreed that they are completely successful. 
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NATIVE INDIANS 

The cost of treatment in hospital of native Indians is largely borne by 

the Dominion Government, which pays $3 per day for their maintenance. 
VETERANS 

Veterans whose diseases or disabilities are traceable to war service are 
also the responsibility of the Dominion Government. These men are 
mostly treated in hospitals operated by the Government, but if they are 
sent to public hospitals the Government pays $3 a day for them. 


PRIVATE INSURANCE SCHEMES 

Many large industries, such as mines, timber companies, road and rail- 
way contractors, have arrangements whereby they deduct a monthly 
amount from their employees and in cases of illness guarantee them hos- 
pital and medical care in return. You understand, of course, that in case 
of industrial accident to any man in the foregoing employments the Work- 
men’s Compensation Act becomes effective immediately, and it.is only for 
illness outside the jurisdiction of that Act that these private arrangements 
are made 

CARE OF SAILORS 

Hospital care of sailors upon Canadian ocean-going ships is financed 
by the Dominion Government from funds provided by a special tonnage 
levy at the Canadian ports. 

ROYAL COMMISSION ON PUBLIC WELFARE 

From the information which I have given, you can appreciate that real 
progress has been made in Canada during the last few years in arousing 
the public to its responsibility in the hospitalization of the sick. A Royal 
Commission appointed by the Government of the province of Ontario in 
1930, after an exhaustive study, reported that the whole cost of the care 
of indigent patients in hospital should be the responsibility of the state in 
the proportion of one-quarter from the Provincial Government and three- 
quarters from the municipality. 

Pressure is constantly being brought to bear, with good effect, upon 
every government in Canada by large groups of influential citizens who are 
interested in hospitals, to the end that a greater share of financial responsi- 
bility may be taken by the public at large than has obtained in the past. 
However, in most of the provinces much remains to be done before we will 
have a situation which does not leave a great burden upon the voluntary 
contributions of our citizens. 

AVERAGE COSTS 

The average cost of the maintenance of a patient in hospital in Canada 

has risen from $1.68 per day in 1913 to $3.63 in 1930. (I would like 
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just here to point out that in the computation of these costs nothing has 
been added to take care of interest or depreciation charges upon buildings 
or equipment.) The average cost in the province of Ontario in 1930 was 
$3.81 per patient day; the maximum combined amount payable by the 
Government and municipality in the same province in the same year was 
$2.35 per patient day. The balance, a large sum, had to come from other 
sources. 
COLLECTION OF ACCOUNTS 

Then may I point out that there are many loop-holes which have to be 
closed up before the hospitals can get the legal rates upon all of their 
indigent patients. 

The matter of residence seems to be one of the most difficult problems 
of all. The hospitals of the province of Ontario gave over $200,000 worth 
of treatment in 1931 to patients for whom no place of residence could 
be fixed. These patients consisted mostly of accident cases, and were 
found to be hoboes riding upon trains belonging to other provinces or 
other countries, sailors upon the Great Lakes, and tourists, mostly from 
your country. 

Two of the provinces of Canada have placed clauses in their Hospital 
Acts which will recognize the claims of hospitals outside their boundaries 
for the care of their citizens. These clauses, however, do not become 
operative until reciprocal action has been taken by the other provinces. 

I believe that, since the tourist traffic is rapidly increasing between 
Canada and the United States, action should be taken by the two countries 
whereby they would recognize the claims of hospitals against each other in 
the treatment of citizens of one country by a hospital of the other. 

Even in the proving of the residency of citizens of our own province, 
much financial loss is suffered by the hospitals because the residence 
clause in the Hospital Act specifies that a patient must have lived three 
of the last preceding five months in a municipality to be deemed a resident. 

Another clause in the legislation which causes much loss to the public 
hospitals is to the effect that payments are not made for indigent patients 
after 120 days’ stay in hospital. This condition creates a hardship to the 
hospitals, particularly in connection with bone diseases and cases of tuber- 
culosis. Because of the shortage of beds in the sanatoria for tuberculosis 
many of these cases must be treated in general hospitals, and after three 
months, in the case of indigents, the hospital receives only 10 cents per 
day toward the cost of their care. 

Another difficulty in the way of collecting from municipalities is found 
in connection with the meaning of the word indigent. Municipalities are 
constantly attempting to shirk their responsibility to pay for patients by 
stating that they are not indigent. Many of these cases haye been fought 
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in the courts and the hospitals usually win but Canadian hospital workers 
are pressing for legislation whereby the municipality must pay for every 
patient who cannot pay cash for his hospital treatments, because we feel 
that the municipality can recover from the patient much more easily than 
the hospital can collect past due accounts. 


HOSPITAL COSTS 


One of the arguments used by municipal politicians to combat attempts 
by hospital workers to secure further advances in legislation toward having 
the public at large meet the current cost of the care of the indigent sick, 
is that hospital costs are too high. I am inclined to the attitude that in 
the building and perhaps even in the equipping of many of our hospitals, 
the costs are too high. I believe in many cases simple construction would 
not detract from the efficiency of the treatment given patients, and I feel 
that in the case of the establishment of municipal hospitals where interest 
and depreciation charges must eventually be made, we must revert to a 
simpler form of construction. I know a town of 20,000 inhabitants which 
a short time ago built a 100-bed hospital at a cost of over $500,000. They 
now feel that as far as their hospital is concerned a millstone has been 
placed about their necks. In 25 years that hospital may be obsolete (in 
fact some of the conveniences in it are now obsolete) and then they will 
have a beautiful permanent building upon their hands entirely unfitted for 
their hospital needs. 

However, in the case of most of the hospitals in Canada, as I have 
said, no account is taken of capital charges in computing costs and the 
municipal politicians have no argument against a cost of $3.50 to $4 per 
day, for a first class bed, special diets, medicines, x-ray examinations, 
operating room technique, maid and orderly service, and expert nursing. 
It is away below the charges made by the cheapest hotels. 

The current cost of the treatment of the indigent in Canadian hospitals 
is in round figures about $1.50 per patient per day in excess of amounts 
received from a combination of fees, government grants, and municipal 
rates. From which sources do hospitals get this very substantial propor- 
tion of their costs? A considerable portion of it comes from the volun- 
tary contributions of public-spirited citizens. A substantial part of it, 
however, comes from profits made by charging private and semi-private 
ward patients more than the current cost of their treatments. Some hos- 
pital executives will answer that practically no private ward patients pay 
more than the actual cost of their hospitalization if capital charges are 
taken into consideration. My contention, however, is that there is good 
reason why these patients should receive some of the benefits from the 
large sums of money given to build hospitals and I believe that most of 
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the men and women who give liberally of their money to build these 
institutions are entirely willing that the ordinary salaried citizen who pays 
his way may have his burden somewhat lightened in time of sickness by 
freedom from paying interest and depreciation charges on these hospitals. 
At present the profits from such patients’ fees are not used for that pur- 
pose but are used exclusively to make up deficits incurred in the care of 
indigent and public-ward patients. 

The municipal hospital is being advocated in many places in Canada and 
some of our large cities have established such hospitals, as well as some 
towns and rural areas. In their operation the load is taken completely 
from the shoulders of the voluntary board and placed upon the taxpayers. 
One of their difficulties at the moment, however, is that where a munici- 
pality assumes the whole cost of building a hospital it has no power 
either to refuse patients from adjoining and outside municipalities or to 
compel them to pay their just share toward the cost of the institution. 
Such a municipality may only charge the other municipalities the legally 
authorized rates set for indigent patients. This abuse not only obtains in 
connection with the establishment of municipal hospitals but also is rather 
widespread in relation to voluntary hospitals which have been established 
by the gifts of the citizens of one community, which must accept patients 
from many communities whose citizens have contributed nothing toward 
the hospital except the legalized rates charged against their patients. 


CONCLUSION 

In conclusion may I state that I believe the ideal hospital situation would 
be that of having hospitals built and managed voluntarily by citizens who 
are pleased to give liberally of their time and money for that purpose. 
These hospitals should be built only by sanction of the State Government, 
after careful consideration. Particular attention should be given to the 
avoidance of the unnecessary duplication of hospitals in any one com- 
munity and to the proper location of hospitals in every community. I am 
definitely of the opinion that a great financial saving to the ordinary paying 
classes of our citizens could be made by insisting that every nurse doing 
duty in every hospital should be upon the staff of the hospital; and that 
if a 24-hour nursing service is given to a patient it should be provided by 
the hospital at cost. Hospitals are primarily nursing institutions and as 
such they should do all the nursing which is done within their doors. 

Finally, the full cost of the care of the indigent sick should be the obli- 
gation of the public at large and should be met through taxation. 

In Canada, by a constant process of education by the hospital group, 
not only governments but also increasing numbers of our citizens are year 
by year being brought to realize the merits of our case, and we feel that 
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the time is fast approaching when the financial goal at which we have been 
aiming for years will be reached. 

I may say, in addition to what I have said in connection with the Work- 
men’s Compensation Act, that not only is hospitalization paid for by these 
workmen’s compensation boards, which are all administered by abso- 
lutely independent commissions who have no political axe to grind—not 
only are hospital charges paid, but medical and surgical charges are paid, 
practically all over Canada, on the basis of a regular schedule of fees 
which physicians and surgeons make to other patients, and in addition to 
that, employees, as I have no doubt obtains in this country, receive a 
proportion of their wages during their period of illness. 

It is customary among contractors to levy $1 per month against work- 
men, and that dollar is used to provide hospitalization and medical care in 
case of illness. It does not apply to the families of these workmen. 
There are in Canada a very few instances of small, shall I say, insurance 
schemes, whereby groups of people do pay varying amounts, say 50 cents 
or thereabouts, per person per month for their medical and hospital care. 
These schemes, however, are not widespread in Canada and therefore 
are not taken up definitely in this paper. 


a 
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Ethics in Hospital Publicity 
The extensive Report of the Committee on Public Relations, American 
Hospital Association, reviews the publicity problems of the hospital, and 
the use of the principal media. “The committee believes that the sub- 
mission of the following principles will guide hospitals and similar insti- 
tutions in carrying on what may be regarded as ethical publicity”: 


Publicity by clinics, hospitals, sanatoria, and other semi-public med- 
ical institutions as to quality of work done implies unusual and 
exceptional ability and efficiency on the part of their professional 
staffs, and therefore is advertising of the medical men concerned. 
This type of advertising distinctly savors of quackery and is un- 
ethical. 

Publicity by any such institution stating or implying that by reason 
of its exceptionally fine equipment and material resources it is able 
to, or does, give the public better medical service than similar insti- 
tutions are able or willing to render, is advertising for purposes of 
self-aggrandizement. Statements of this type are frequently exag- 
gerated and misleading and are detrimental to the best interests of 
the public, of the institutions concerned, and of true medical progress. 

From time to time, hospitals, sanatoria, and other similar medical 
institutions must raise funds from an interested public for capital 
expenditure and maintenance. Furnishing the public with facts con- 
cerning such an institution, its work, its aims, and its ideals is legiti- 
mate and desirable. The public is interested in these facts and there- 
fore is entitled to know them. Publicity dealing with these facts is 
ethical, provided, of course, that it refrains from any comparisons 
or superlative terms either direct or implied. 

Publicity carried on by any one institution should be such as will 
he beneficial to all like institutions in the community. It should tend 
to develop public confidence in hospitals, sanatoria, and other medical 
institutions. It should be free from superlative or comparative state- 
ments and any implication of rate-cutting or unfair competition. 


The report includes nearly five pages of bibliographical references to 
material which has appeared in hospital publications. 
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Hospital Organization Action to Secure Payment for the 
Care of Indigent Patients by the Responsible Political 
Divisions: State, County, Township, City 


N. W. FAXON, M. D. 
Director, Strong Memorial Hospital, Rochester, New York 


INTRODUCTION 


O SUBJECT PRESENTED at the American Hospital Association con- 
vention in Detroit provoked more interest than the one presented 
at the Round Table conducted by Dr. J. C. Doane entitled “Hos- 

pital Organization Action to Secure Payment for the Care of Indigent 
Patients by the Responsible Political Divisions: State, County, Township, 
City.” A lengthy discussion followed, during which it became evident 
that, while each speaker clearly presented the particular point that he 
had in mind, general confusion was resulting because different interpre- 
tations were held regarding some of the terms used, as for instance, 
“indigent patients.” Lack of consideration of the historical background 
and digression from the subject under discussion intensified this confusion. 

Reflections upon this discussion have resulted in the following observa- 
tions in which an attempt has been made to reach definite conclusions upon 
this question, first by providing the necessary historical background, and 
then by following the rules of logical argument, which require that the 
problem to be considered must be clearly stated, the terms to be used care- 
fully defined, and that conclusions must develop naturally from the facts 
presented. I 


The problem.—Confronted with a tremendously increased demand for 
hospital care by patients able to pay only in part or not at all for such 
care, how are hospitals which depend upon payments by patients, upon 
charitable contributions by individuals or Community Chests, and upon 
income from endowments for their support to meet these demands? Can 
hospitals rightfully expect assistance and remuneration from governmental 
units for the care of indigent patients? 


II 


cw =F irst let us establish an historical background. In this country the 

first hospitals were established as charitable institutions by private 
citizens who recognized the needs and advantages of such hospitals to 
their communities. There were a few exceptions to this in cities along 
the Atlantic Coast where there existed infirmaries connected with poor 
houses and where pesthouses for the quarantining of patients with small- 
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pox and other infectious diseases had been established. All classes of 
patients excepting the insane and those with communicable diseases were 
cared for. They came almost entirely from the poorer group, since the 
middle class and the rich, following the custom of those times, preferred 
to be sick at their homes. 

Attempts to control contagious diseases through quarantine and other 
methods represent the earliest formulation of the doctrine of responsibil- 
ity for community health. Such activities were most evident in seaboard 
cities. The expansion of quarantine stations, originally intended only 
for those entering the city after having been exposed to disease, into pest 
houses and later into hospitals for the care of all people both foreign and 
native, was a logical step. The dual responsibility of a community for 
the medical and hospital care of the individual having a contagious disease 
and the segregation of such individuals as a protection to community 
health is now universally accepted. 

As time passed, the need of hospitals for the care of the insane, the 
chronic sick, and the tuberculous became apparent. All of these were 
classes of patients the burden of which, by reason of the need of long 
hospitalization, could not be carried by the private charitable hospitals, 
and this need gradually came to be accepted as the responsibility of gov- 
ernmental units. Consequently most of the hospitals for the care of 
such patients came to be built and maintained from tax funds, sometimes 
by states, sometimes by counties, and sometimes by cities. 

Thus there grew up, probably without definite plan or formulation in 
the beginning, but rather from necessity, our present hospital system, 
which has established the custom, fortified in many instances by legisla- 
tion, that those forms of illness requiring long hospitalization should be 
considered as the responsibility of the governmental unit while those 
patients having acute diseases requiring short hospitalization should largely 
be cared for by private charitable hospitals. 

Private charity in the beginning shouldered the responsibility for most 
of the care in hospitals of all those who were acutely ill—a comparatively 
small number, since only the poor went to hospitals in those days. The 
development of private charity in the United States, however, has con- 
cerned itself more and more with supplementing the efforts of those who 
could carry part of their economic burdens, rather than with assuming 
responsibility for those who were continuously dependent, tending grad- 
ually to consider this a responsibility of the community. This applied 
both to the giving of eleemosynary relief and the care of the sick. Private 
charity has also shown interest in the development of new projects and 
has often assumed the financing of such during the experimental stages, 
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thus assisting in their evaluation as community responsibilities. When 
public opinion dictated such acceptance, this responsibility was passed to 
the community. 

As a consequence of the development of modern medicine, the improve- 
ment in hospital management, and the recognition by all classes of the 
community of the advantages of hospital care in certain conditions, de- 
mands for hospital accommodations rapidly increased. Rich, middle class, 
and poor now desired such accommodations. The response to this demand 
resulted in the extraordinary increase in the number of hospitals and the 
expansion of hospital facilities during the past fifty years. 

In many of the larger cities with a large population of low wage earners 
among rapidly growing immigrant groups, private charity was unable 
to carry the burden of providing enough hospital beds to care for the 
increasing demands from all classes and so these cities built and maintained 
city hospitals mainly for the care of the indigent sick with acute diseases 
to supplement the care provided by private hospitals. Other communi- 
ties lacking rich and philanthropic citizens, notably in the Middle West, 
solved the problem of the care of the sick by building municipal hospitals 
designed to care for all classes. 

Thus at the present time custom has brought about the following division 
of responsibility : 

1. It is the duty of the community to provide care for the insane, the 
tuberculous, the chronic sick, and those with communicable diseases. 

2. The voluntary acceptance by private charity for the provision of 
hospital accommodations for the rich, the middle class, and, to the extent 
of its financial ability, the poor, especially those poor who for various 
reasons may not be eligible for care in governmental institutions. 

3. The acceptance of cities of the need of supplementing private charity 
or in its absence of providing hospitals for the indigent sick with acute 
diseases. 

III 
ovo NEXT LET US DEFINE “indigent” and consider what the responsi- 
bilities of the community are to such patients. Our consideration 
should be confined to the problem of the indigent patient with an acute 
disease, since we have shown already that the care of the chronic patient 
is generally accepted as a community responsibility. 

In the strict legal sense an indigent person is one who is so poor as 
to be unable to pay for the necessities of life and so to require aid from 
the community. As such they have sometimes been designated as paupers. 
The recognition that sickness often produces indigency and a desire to 
remove the stigma of pauperism from such unfortunates has led com- 
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munities to rule that free medical and hospital care should be provided for 
indigents without incurring pauperism. There is always a group in every 
community which can never be expected to pay for medical or hospital care 
and from this group comes the truly indigent hospital patient. It has 
already been shown that some communities have accepted responsibility 
for these patients and have built hospitals for their care. 


But there is another group of patients which through the loose use of 
this term “indigent” is frequently included whenever the problem of 
indigent patients is discussed, namely, those patients who are unable to 
pay in full for their care, so that there always exists a deficit between 
what the hospital receives from them and the actual cost of their care. 
This class fluctuates with economic conditions. The present extraordinary 
economic state has greatly augmented their numbers and has consequently 
increased the financial burden of private hospitals. 


Custom, indicated by the widespread development of private hospitals, 
has decreed that this class of patients may look to private charity for 
assistance, it being felt that thereby they may be less humiliated by their 
need of the acceptance of aid and that if prosperity comes to them, they 
in turn may be inclined to add their contributions to the general fund. 
The endowments of our hospitals and the success of Community Chests 
are built upon this principle. 


Thus we have a dual responsibility for the care of the acutely ill patient: 
the responsibility of the governmental unit for the care of the truly and 
completely indigent patient, and the responsibility of private charity for 
the partially indigent patient. 

IV 
coo LET US Now TRY to apply these definitions and customs to our pres- 
ent situation, considering first the simplest condition and later the 
more complex. 

We have eliminated the chronic patient, the insane, the tuberculous, and 
those with communicable diseases, since these are already accepted as the 
responsibility of governmental units. We are concerned with providing 
for the acutely ill patient and especially are we anxious to fix responsi- 
bility for the care of the acutely ill indigent patient. 

Consider first, then, a town or city with one hospital, a private chari- 
table institution. It is obvious that all patients, rich, middle class, poor, 
and indigent, must be cared for in this hospital. The rich can pay their 
way, the middle class will strive to, the poor will pay in part, and the 
indigent must be cared for. If we follow the usual custom, private charity 
should assist the poor by making up that part of the cost of care which 
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they are unable to pay and the town or city should provide for the indigent 
from tax funds. 

But suppose the only hospital in the town has been built by the munici- 
pality. Again all classes of patients must be cared for in one hospital. 
Of course the rich will be expected to pay; likewise, the middle class. 
The city must, since it runs the hospital, care for the indigent. There 
remains the part-pay group and if we again consider historical develop- 
ment we shall find that some municipal institutions have in the past solic- 
ited and received endowments from philanthropic citizens for the erection 
of buildings and the care of patients. 

In either case it amounts to the same thing in the end, regardless of 
how the hospital began or what it is. 

Private charity as we have seen has gradually concentrated upon sup- 
plementing the efforts of those who partly support themselves, that is, 
the part-pay group, and carrying on the pioneer work and experimental 
schemes. In the absence of community care it has even tried to shoulder 
the care of the indigent sick as well, but experience has proved that this 
is too great a burden. When private charity did not exist, and to sup- 
plement its work when it did, communities guided by the dictates of com- 
mon humanity and by the need of self-preservation have generally ac- 
cepted responsibility for the care of their indigent sick, just the same as 
they have accepted the responsibility of providing eleemosynary aid, or, 
as it is now known, welfare relief. 

The application of these principles in cities with many hospitals remains 
the same as in smaller communities with only one. 

The present economic condition makes it evident that private charity 
cannot indefinitely carry the increasing financial burden of increasing 
hospital costs, even though this increase may be justified, nor of the 
increasing preference and demand for hospital care, which necessarily 
increases the financial burden, although this also may be _ justified. 
If our premises are sound then we may confidently conclude that when 
private charitable institutions render service to those for whom the com- 
munity as a whole is responsible, they may rightfully expect financial 
reimbursement from the community and thus financial relief from burdens 
not properly theirs. 

Where governmental units have provided hospitals, if all indigent pa- 
tients can be cared for in these institutions, well and good. But if these 
patients are cared for in other hospitals, there is no justification for the 
city’s shirking its responsibility. Some cities have already recognized the 
justice of this contention by making agreements whereby when patients 
are admitted to private hospitals and found to be unable to pay, their 
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names may be reported to the City Welfare Bureau for investigation, and 
if found to be indigent persons, authorization to bill the city for their 
care issued. Others have authorized the admission of such patients to 
private hospitals, when the city hospital usually caring for such patients 
was crowded to such an extent that no more patients could be admitted. 
Some cities have gone even further than this and have accepted responsi- 
bility for patients in the lower part pay group, as well as the completely 
indigent patient paying nothing. This, however, seems to be a matter 
of adjustment between the city government and private charities or be- 
tween the public conscience and the philanthropic conscience as to the 
division of responsibility. There may be some question as to where the 
line may be drawn, where indigency and community responsibility ceases 
and where private charity responsibility begins, a question which may 
rightfully vary according to economic conditions, the demand for service, 
the response to calls for donations, and other factors, but there can be 
no question as to the right and reasonableness of private charitable hos- 
pitals’ asking for financial remuneration for the care of those who are 
a community responsibility. 

In a community where there is an insufficient number of hospital beds 
a careful study of the situation will determine the type of service needed 
and whether the needed beds shall be provided by the community for 
indigent patients. Where sufficient beds exist it is evident that it is eco- 
nomically wise to use those beds to the fullest extent to fulfil community 
obligations rather than to impose additional and unneeded hospitals merely 
for the segregation of indigent patients. The use of existing facilities 
to their fullest extent and division of the costs is the sanest as well as 
the cheapest method of solving this problem. 





2°, 
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Announcement 

The firm of Henry C. Pelton, architects, 415 Lexington Avenue, New 
York City, announces that it has been appointed, by the executors of the 
estate, successors to the consulting practice of the late Thomas B. Kidner. 

Relevant files and data have been transferred to the above address and 
the firm cordially invites Mr. Kidner’s clients to avail themselves of such 
services as they may be able to render. 

This firm was founded in 1893 and has had an extensive and varied 
practice in the hospital field. 


[83] 





THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


Hospitals and the Reconstruction Finance Corporation 


Following the letter of the American Hospital Association to the Hon- 
orable Atlee Pomerene, chairman of the Reconstruction Finance Corpora- 
tion, the Honorable Henry Shipstead, Senator from Minnesota, intro- 
duced the following bill in Congress. This bill was introduced after con- 
ference with Mr. A. M. Calvin, chairman of the Legislative Committee 
of the American Hospital Association under Mr. Fesler’s presidency. 

The bill is a move in the right direction and under its provisions the 
Reconstruction Finance Corporation will be enabled, in the event that the 
bill becomes a law, to make loans direct to worthy hospitals which are 
in need of financial assistance, under the same conditions that are applic- 
able to loans made to financial institutions. 

Hospitals should take an active interest in the passage of this bill and 
should bring such influence to bear upon their congressmen and members 
of the Senate from their respective states as will insure its early enactment. 


A BILL 


Authorizing the Reconstruction Finance Corporation to make 
loans to certain hospitals. 
l Be it enacted by the Senate and House of Representa- 
2 tives of the United States of America in Congress assembled, 
3 That the Reconstruction linance Corporation is authorized 
4 and empowered to make loans under the Reconstruction 
5 Finance Corporation Act, as amended, to any public or 
6 private hospital organized under the laws of any State upon 
7 the same terms and conditions, and subject to the same 
8 limitations, as are applicable in the case of loans to financial 


9 institutions specified in section 5 of such Act, as amended. 
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The Committee on the Costs of Medical Care 


The Findings and Recommendations Presented in the Final Report 


RUFUS ROREM, Ph.D. 
Julius Rosenwald Fund, Chicago 


NE COMMITTEE ON THE COSTS OF MEDICAL CARE in a report signed 

by a majority of its members made its final bow to the American 

public with its presentation of five important recommendations for 
the consideration of professional groups and institutions as well as the 
general public. These five recommendations were, briefly stated, as 
follows : 

1. Wherever possible or practicable medical practice should be carried 
on as an organized service. Physicians, dentists, nurses, pharmacists, and 
other personnel should be organized groups, separately or around a hos- 
pital, for rendering complete medical care—home, office, and hospital— 
including both preventive and curative treatment. 

2. A more equitable distribution of the costs of medical care through 
an application of the principle of group payment, through the use of taxa- 
tion, insurance, or both of these methods. 

3. The extension of all basic public health services so that they will be 
available to the entire population according to its needs. 

4. Study, evaluation, and better coordination of medical services and 
institutions in a community through agencies representing the professions 
and the general public. 

5. Basic educational improvement which will emphasize the social as- 
pects of medical practice. This recommendation applied alike to physicians, 
dentists, pharmacists, nurses, nursing aids or attendants, midwives, and 
hospital and clinic administrators. 

The first two recommendations rest directly upon the findings of the 
research staff of the Committee on the Costs of Medical Care. The three 
other reconimendations are more or less independent of the committee’s 
research program, but nevertheless were concurred in by a majority of 
the members, and were also indorsed by the “minority group.” Before 
discussing the detailed application of the first two recommendations and 
their significance for hospitals it may be well to summarize briefly the 
general findings of the committee with regard to the costs of medical 
care and the economic problems of medical practitioners, institutions, and 
the general public. 

THE NATIONAL BILL FOR MEDICAL CARE 

For the year 1929 the total national medical bill was estimated by the 

committee to be approximately $3,660,000,000, representing an annual 
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expenditure of $30 per person or about $125 per family. Approximately 
$2,900,000,000, or 79 per cent of the total, was paid by individual patients 
or their families through the medium of fees for other direct expenditures 
for medical service. Somewhat more than $500,000,000, or 14 per cent 
of this total, was met through taxation. Approximately $180,000,000 or 
5 per cent was provided through voluntary contributions and donations, 
more than half of which was given for new building and equipment other 
than for current expenses and providing medical service. The owners of 
industrial enterprises pay annually approximately $80,000,000 or 2 per 
cent of the total cost of medical care, as fees to individual medical practi- 
tioners and to hospitals in which industrial accidents and occupational 
diseases are treated. 
THE UNEVEN BURDEN OF MEDICAL CARE 

The findings of the committee showed concretely an important fact 
familiar to students of medical economics, namely, that the costs of 
medical care are unevenly distributed among the American people, even 
among groups which are apparently similar in their economic status. In 
every community even among groups of the same annual family income, 
approximately 10 per cent of the families bear the burden of 40 per cent 
of the costs of medical care. 

The average expenditure among a group of 9,000 families was $108 for 
a twelve months’ period during the years from 1928-1930. This does not 
include taxes or voluntary contributions for the support of medical care 
for others than the family members themselves. This average charge per 
family varied greatly with the annual incomes of the various families, 
ranging from $49 for those with annual incomes of $1,200 or less than $67 
for families with incomes of $1,200-2,000 to $250 for those with earn- 
ings of $5,000 to $10,000 and exceeded $500 for those with incomes in 
excess of $10,000 per annum. The average expenditure did not vary 
greatly within each particular income group according to the size of the 
family, except for those families with incomes of more than $5,000. 


COMPOSITION OF FAMILY MEDICAL BILLS 
The composition of the ordinary family bill for medical care (in con- 
trast to the national expenditures for medical care) is about as follows: 
Physicians receive approximately 40 per cent, dentists 18.5 per cent; hos- 
pitals, 13 per cent; nurses on private duty, 8 per cent; secondary practi- 
tioners and healing cultists, 2 per cent. Approximately 13 per cent is spent 
for drugs and medicines purchased directly by patients, 2.5 per cent for 

eyeglasses, and about 3 per cent for all other types of medical service. 
But these proportions do not hold for all income groups. Among fam- 
ilies of the lower incomes physicians receive higher percentages of the 
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total average family expenditure. Opposite tendencies exist for nursing 
and for dentistry. The purchase of eyeglasses and the services of quack 
practitioners are practically the same for all groups as is also the case for 
hospital services. Drugs and medicines consumed are a decreasing pro- 
portion of the total costs of medical services for people in the higher 
income groups. 

These proportions do not mean, however, that expenditures for physi- 
cians’ and hospital services are lower for families in the upper groups than 
in the lower income groups. Families with incomes of $1,200-2,000 
spent $29 and $11 for physicians’ services and for medicines, respectively. 
Families with incomes in excess of $10,000 spend annually $175 and $36 
respectively for these same items in the bill. The comparative expendi- 
tures for nursing and dentistry are still more striking although they indi- 
cate a reverse tendency. Families with incomes between $1,200-2,000 
spend on the average $3 and $9 respectively for all private-duty nursing 
and for dentistry. Families with $10,000 or more annual income spend 
about $70 and $130 for the same services. 

SIZE OF COMMUNITY AND AVERAGE EXPENDITURES FOR MEDICAL CARE 

The average annual charge per person varies directly with the size ot 
the community, ranging from $16 per capita for those living in towns of 
less than 5,000 and in rural areas to $32 per capita for those in cities of 
100,000 population and over. Differences in the average per capita cost 
for medical care in various communities result in part from differences in 
personnel and facilities, in part from the volume of medical services ren- 
dered, and in part from the relatively higher unit fees for services rendered 
in the metropolitan or urban areas in contrast to the small towns and the 
country districts. The per capita expenditures follow closely the wealth— 
and especially the spendable wealth—of the population. 

ECONOMIC PROBLEMS OF MEDICAL PRACTITIONERS 

The uneven burden of medical costs upon individuals and their families 
has its counterpart in the uneven distribution of incomes among physicians, 
dentists, and nurses. 

The number of physicians in the United States has increased steadily 
for many years, reaching 143,000 in 1929, of whom 22,000 were full-time 
salaried practitioners. Physicians are unevenly distributed throughout the 
United States, with a wide variation in the ratio of physicians to popula- 
tion from state to state and among various cities and rural areas. Al- 
though this concentration may appear at first to be haphazard, one factor 
appears to determine the location of medical practitioners, namely, the 
ability to pay for medical care as evidenced by the per capita wealth or 
the per capita income of the people of the community. Wherever a com- 
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munity is financially able to support a physician, there a physician, or 
possibly more than one, is established. 

The total amount paid to all physicians in private practice represents 
an average annual expenditure of $9 per capita throughout the country, 
and if evenly distributed among physicians would constitute an average 
gross income of $9,000. This average gross income is not available in 
its entirety to the profession, for nearly 40 per cent of the gross receipts 
of private practitioners is consumed by professional expense. The real or 
net income of medical practitioners in 1929 was, on the average, but $5,300 
or approximately $100 per week. It was much lower for the year 1932. 

The average income conceals important individual differences; pro- 
fessional gross incomes range from less than enough to meet the pro- 
fessional expenses to amounts in excess of $100,000 annually. Approxi- 
mately one third of the private practitioners in the United States received 
net incomes of less than $2,500 in 1929. The average net income for 
general practitioners for this period was $3,900; for partial specialists, 
$6,100; and for complete specialists, $10,000. 

There are approximately 62,400 dentists in the United States, who 
received in 1929 an average income of $4,800, with a figure of $4,000 
representing the middle-point of net income for dental practitioners studied. 
Specialization is not practiced to so great an extent among dentists as 
among physicians. It was estimated that 89 per cent of all dentists were 
general practitioners in contrast to 56 per cent of physicians. 

The private practice of nursing in the United States is in a desperate 
economic situation. There are approximately as many trained and regis- 
tered private-duty nurses in the United States as there are independent 
practitioners of medicine. Most private-duty nurses are employed only 
intermittently with average annual incomes of less than $1,000. Un- 
employment is being increased through the graduation of about 20,000 
students annually from the 2,000 hospitals conducting training schools. 
The hospitals have avoided certain operating expenditures through the use 
of nurse apprentices other than registered graduate nurses. But the hos- 
pitals themselves are ultimately faced with some responsibility for finding 
employment for alumnae as special-duty nurses in hospitals or in homes. 
The net cost to the public of the attempt to support an excess of registered 
nurses probably exceeds any possible savings by hospitals through the 
conducting of nurses’ training schools. 

ECONOMIC PROBLEMS OF MEDICAL INSTITUTIONS 

There appears at the present time to be a sufficient total bed capacity 
in the hospitals for acute medical and surgical cases, although these facili- 
ties are not evenly distributed among states and communities according to 
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population and medical needs. General hospitals have been occupied to 
approximately 65 per cent of capacity during the past five years in con- 
trast to 95 per cent occupancy for hospitals for nervous and mental dis- 
eases and 90 per cent for hospitals for tuberculosis. During the past 
three years little new construction has occurred among hospitals, although 
the demands upon tax-supported institutions have been expanding con- 
tinuously because of the demand for services to non-paying patients. 

The present demand for free service in both governmental and private 
non-profit hospitals emphasizes the need for more adequate and more 
stable revenue. Of the $656,000,000 spent annually for operating costs 
approximately $302,000,000 is paid by patients through the medium of 
fees; $54,000,000 represents contributions and endowments, and about 
$300,000,000 is derived from taxation. Most of the $302,000,000 is paid 
by the 5,000,000 patients admitted to non-government institutions for 
acute medical and surgical conditions. Most of the $300,000,000 spent 
by governments is used to support hospitals for nervous and mental and 
tuberculosis cases. Voluntary contributions have greatly declined in re- 
cent years for the treatment of indigent cases requiring medical and 
surgical care. Endowment income, which reached its maximum with 
$20,000,000 in 1929, is much lower now and shows little prospect of re- 
covery or growth in the near future. 

More than 4,000 of the existing hospitals contain clinical laboratories 
for the diagnosis of disease and 4,400 have x-ray apparatus for photog- 
raphy and treatment. Over 2,000 of the institutions maintain more or 
less elaborate out-patient departments for the care of patients who do not 
require bed care. In 2,000 of the insiitutions dental chairs are established. 

Great care should be made in making comparisons of the economic 
effects upon the public of the services in acute hospitals as contrasted with 
those treating chronic conditions such as nervous and mental derange- 
ments and tuberculosis. Although the acute hospitals contain but one half 
the bed capacity, they admit annually approximately 97 per cent of the 
total 8,000,000 hospital cases. Conversely, although the facilities of mental 
and tuberculosis hospitals are approximately one half the total bed capacity 
in the United States they represent only 3 per cent of the total number 
of hospital admissions in any one calendar year. 

THE COSTS OF MEDICINES 

The American people pay annually about $665,000,000 for drugs and 
medicines in addition to the $50,000,000 spent for these commodities by 
physicians and hospitals. Only about 20 per cent of the drugs and medi- 
cines consumed annually represent the amount used on the express order 
of physicians and approximately one half the expenditure for medicines 
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is made for commodities which have secret formulas and which are pur- 
chased by the patient direct from a retail merchant. 

The expenditures for medicines have not aroused the same complaint 
as have the costs of physicians’ services and hospitalization. The explana- 
tion appears to rest in the fact that expenditures for medicine are more 
fully predictable as to time and amount, are relatively uniform among 
individuals at fiscal periods, and are frequently avoidable in part or in 
total. Moreover, the costs of medicines are seldom large enough to be a 
serious item in the family budget, although a few diseases require large 
total expenditures for drugs. 

Even if all medicines were worth while—and many are not—the essential 
problem in the costs of medicines would not be to reduce the prices of 
drugs to levels commensurate with costs of production. The important 
problem is to make the sale of medicines subordinate and helpful to, rather 
than in competition with, the professional work of licensed practitioners. 
If medicines are to be of greatest use to the public they must be dis- 
tributed as professional commodities and not merely as articles of com- 
merce. 

ILLNESS AND THE NEED FOR MEDICAL CARE 

The committee’s studies of the incidence of illness and the corresponding 
needs for medical care indicate that in a large population unit the volume 
of medical care required is essentially constant in any given period of 
time. Consequently the frequency of illness and the need for medical 
care are predictable for the United States as a whole or for large un- 
selected segments of the population. 

The average frequency of illness is slightly less than one per person 
per year. Nearly half of the people have no illnesses, or report no ill- 
nesses whatever, whereas 2 per cent have four or more non-consecutive 
attacks of sickness or of recognized need for medical care. A tabulation 
of the number of recorded disabling illnesses for 1,000 persons reveals no 
great difference among persons in families with various incomes. Eight 
hundred and five disabling illnesses were reported for 1,000 persons in 
families with $1,200-2,000 income, 880 for those with incomes of $3,000- 
5,000, and 1,111 for those with more than $10,000. It is true, of course, 
that some of the families in the lower income group probably experienced 
illnesses which they did not report as disabling, whereas some of the 
families in the higher income group received medical care for ailments 
which would not have been treated at all in a family with a lower total 
average income. 

According to the committee’s survey of 9,000 families, in the course of 
a year 86 per cent of the families received the services of a physician, 
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surgeon, or other medical specialist. Twenty-one per cent had one or more 
surgical cases; 20 per cent had at least one hospital case; and 17 per cent 
some nursing care. About one half of the families had some dental care, 
including prophylaxis, in the course of a year, and 13 per cent had a 
case of eye-refraction or bought glasses on an old prescription. Nearly 
every family, 97 per cent, bought some medicine. 

Illness rates are not markedly different among families in different 
income levels, but the amount of medical care received varies considerably 
with economic circumstances. Regardless of income level, nearly all fam- 
ilies make some purchase of drugs and medicines each year. The pro- 
portion of families which consulted physicians shows a consistent rise 
with incomes, and the proportion of families receiving surgery and hospital 
care in the highest income group is twice that in the lowest. Private nurs- 
ing care is seven times more frequent in families with incomes of $10,000 
than in families with $1,200 or less. Similarly with respect to dentistry 
and refraction. Wide differences appear in the proportion of families in 
the various income levels which receive such services. 

When the medical care received by individuals rather than by families 
is studied very different ratios are found to exist. For example, although 
86 per cent of all the families have the services of a physician during the 
year, only about one half, 48 per cent, of the individuals consult physi- 
cians. Similarly, whereas about one half of the families have some dental 
care, only 20 per cent of the individuals visit the dentist during the year. 
Only one person in seventeen has hospital care. One in twenty-six has 
eye care, and one in nine has a health examination or immunization. 

For all income groups combined there was slightly less than one day 
per person (0.94) spent in the hospital. The number of hospital days 
per person is highest for persons in the highest and the lowest income 
levels (1.4 for those in families of $1,200 income or less, and 1.3 for 
those with incomes of $10,000 or more). Many of the former group 
received medical care in city or county hospitals because of unsuitable 
home conditions and lack of funds. Some of the latter group undoubtedly 
were hospitalized for conditions and for periods beyond the needs of 
medical necessity. Fewer hospital days per person were recorded for the 
intermediate economic groups, that is, for persons of moderate means. 
For these groups the number of days per person per year were as follows: 
$1,200 to $2,000 incomes, .84 days; $2,000 to $3,000 incomes, .88 days; 
$3,000 to $5,000 incomes, .73 days. 

Approximately half of the total expenditures by these families for medi- 
cal care was for hospitalized illnesses. Although only 20 per cent of 
the families were faced with hospitalized illnesses, the expenses for the 
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hospitalized cases in these families alone equalled all expenditures for 
other sickness made by the entire group. The average expenditure for 
a hospitalized illness was approximately $140 per case with about 40 per 
cent of this total representing the hospital bill, 45 per cent the physician’s 
or surgeon’s fee, and 15 per cent the extras for drugs and medicines and 
private duty nursing. 
RECENT DEVELOPMENTS IN THE ECONOMIC ORGANIZATION 
OF MEDICAL CARE 

An important part of the committee’s studies and findings dealt with 
trends in the economic organization of medical services. Among the im- 
portant trends in the individual practice of physicians and dentists were 
the following: the shift of practice from doctor’s and patient’s home to 
downtown offices and to hospitals; the joint utilization of professional 
equipment and personnel by practitioners, to reduce their overhead costs 
by using the same office space, waiting room, and clinical personnel ; the 
tendency for individual general practitioners to utilize to a greater extent 
the personnel and facilities of community hospitals for the treatment of 
office cases. A further step toward integration of private practice is 
the form of organization now commonly referred to as the private group 
clinic. The private clinic differs from an informal group of medical 
practitioners in one major respect, namely, the pooling of both income and 
expenses of the participating physicians and dentists. 

Individual studies and the final report of the committee pointed out 
the trend toward non-profit organization of medical services by which 
the general public, through taxation or through voluntary contributions, 
assists physicians and hospitals in the care of non-paying patients. The 
development of pay clinics was fully described and illustrated, as was also 
the middle-rate plan for hospital service by which the total bill for hos- 
pitalized illnesses is coordinated. The reduction of the total bill for 
hospitalized services is achieved not so much by internal efficiency as by a 
coordination of all financial relationships to patients on the part of the 
hospital, physicians, and nurses. Physicians’ fees are determined by a 
schedule according to type of medical service. Private duty nursing 
permitted only when requested by the physician and patients must utilize 
medium-priced hospital accommodations, except in case of medical neces- 
sity. The hospital likewise provides special diagnostic service at reduced 
rates sufficient to cover estimated total costs. The limitation of fees 
indicates that the middle-rate plan is applicable primarily to persons of 
limited means. It does not, of course, remove the unevenness and the 
financial burden of illness and does not provide any special help to the 
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Attention was also directed to the possibilities of reducing the total 
costs of nursing care through the central organization of nursing service 
in a community and through the use of group nursing for “special duty” 
in hospitals. 

GROUP PAYMENT FOR MEDICAL CARE 

The committee’s report describes experiments and plans for a distribu- 
tion of the uneven burden of medical costs. Voluntary contributions and 
the adjustment of fees according to the patient’s ability to pay have not 
provided an adequate distribution of the costs of medical care among the 
people as a whole, or an equitable distribution among the practitioners and 
medical institutions serving them. The economic aspects of installment 
payments by individuals were carefully studied by members of the com- 
mittee staff, and whereas installment payments are helpful to the individual 
who is able to pay personally for the medical services received, they offer 
no solution for the payment of medical bills which are beyond the capacity 
of the individual to meet. 

VOLUNTARY SICKNESS INSURANCE UNDER PROPRIETARY AGENCIES 

There are, in this country, several examples of proprietary schemes in 
which an intermediary agency such as an insurance company or business 
corporation receives a portion of the amounts contributed by the group 
participating in a group payment plan. These are the accident and health 
policies offered by life insurance companies, casualty insurance companies, 
and fraternal and benefit associations. They have not, however, been sold 
widely and do not affect a large number of persons. A more common 
type of group payment is that by which a lay promoter organizes a cor- 
poration authorized to contract for and accept premiums for medical care 
to individuals. In the states on the Pacific Coast proprietary organizations 
have been developed rather extensively for the provision of medical care 
to groups (not individuals) of employed persons. They are popularly 
known as “hospital associations.” In every case, of course, the premiums 
of the subscribers must be sufficient to cover not only the payments to 
medical practitioners and institutions, but also overhead costs for adminis- 
tration and for profit to the promoter. 

NON-PROFIT ORGANIZATION OF GROUP PAYMENT FOR MEDICAL CARE 

The provision of medical care for profit as mentioned in the previous 
paragraph has its counterpart in non-profit arrangements. In these non- 
profit plans the medical practitioner or institution deals directly with 
individual patients or with an agency composed of and legally controlled 
by the potential patients rather than by a middle-man. 

Many different kinds of groups have utilized the principle of insurance 
in the provision of medical care for their sick members. The most com- 
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mon group is that constituted by the employees of a single enterprise. 
Group payment plans have long been the custom in providing medical care 
for the employees of lumber camps, coal and mineral mines, and railroads 
through agreements with one or more private physicians, or the establish- 
ment of special industrial clinics. In recent years there has been a ten- 
dency for other types of industrial enterprise to introduce health services 
and to expand the provision for physical examinations in the treatment 
of industrial accidents through services intended to provide general medical 
care. The estimates of the National Safety Council indicate that of ap- 
proximately 5,000,000 persons on the payrolls of 3,600 establishments 
nearly one third are under some form of health supervision. 

Employees of similar occupations, where each establishment is too small 
a unit for establishing group payment schemes, have utilized their unions 
or benefit associations to arrange for group purchase of medical care. 
Usually the composition of the group has been limited to members in the 
same geographical area. In metropolitan areas, racial units in the popu- 
lation have also at various times provided for more or less complete 
medical care for members. Medical benefits provided through the local 
or national branches of fraternal orders have been common in American 
medicine for many decades, although usually the premiums have been low 
and the quality of medical service unsatisfactory. Personnel and facilities 
in some 163 institutions of higher learning in this country have been 
organized to provide a greater or less degree of medical care for students 
during periods of acute illness. 

The essence of a group payment plan is a contribution of funds by the 
potential beneficiaries who pay the fixed amount periodically. In some 
instances the employer of a group of persons contributes either directly 
or indirectly to the support of the medical service. Contributions of the 
employees may be made at different intervals as in the case of the 25 cents 
weekly payment plan by the textile employees in Roanoke Rapids, the $1 
monthly contributions of electric railway employees’ benefit associations in 
Texas, or the $7.50 quarterly contributions by subscribers to a plan in 
Little Rock, Arkansas. 

The amount of the periodic contribution is influenced by the scope of 
the medical service offered, by the inclusion or exclusion of family mem- 
bers, and by the prevailing fees for medical services in any particular 
community. For example: One general plan included a monthly contribu- 
tion of $1 for the services of medical practitioners and the use of their 
office equipment only. In another case, $2 monthly covered complete 
medical and hospital care for the individual, with an additional $2 for 
each family member ; in a third instance a $2 monthly payment included 
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complete medical and hospital care to the employees and the care of 
physicians only for family members; in still another instance, $3 per 
month was charged each employee (whether single or married) for medical 
and hospital care for himself and his dependents. 

Only one special association for the provision of nursing care has come 
to the attention of the Committee on the Costs of Medical Care. This is 
the Thomas Thompson Benefit Association for Nursing Services at 
Brattleboro, Vermont. It charges yearly fees at the rate of $2 for single 
persons, $3 for married couples, and 50 cents for children under sixteen 
years of age. 

GROUP HOSPITALIZATION 

Several associations have been formed in various parts of the United 
States during the past twenty years for group payment of hospital costs. 
The earliest plans were based upon the issuing of hospital insurance pol- 
icies to individuals rather than to groups of persons. Consequently most of 
them were unsuccessful because of high selling and administrative costs, 
the adverse selection of policyholders among whom there were large pro- 
portions of chronically ill patients, and the lack of group solidarity because 
the subscribers were not personally acquainted with each other. So far 
as known, organizations offering individual contracts and founded by lay 
promoters with a view to private profit have not prospered. A few 
organized on a non-profit basis have continued to function on a limited 
scale, among them groups in Brattleboro, Vermont, Rockford, Illinois, 
and Grinnell, Iowa. 

Much greater success has been achieved in cases where individual hos- 
pitals, or several of them jointly, have entered into group hospitalization 
contracts with groups other than individuals, payments being made regu- 
larly to the association by each group of subscribers to cover the future 
costs of services to sick members. Some of the group hospitalization plans 
have been organized by lay promoters; others have been put into effect 
by single hospitals, or special associations formed to represent them on a 
non-profit basis. 

After three years’ experience in one hospital and important experience 
over lesser periods of time in others, the ideal group hospitalization—or 
“voluntary hospital insurance” as it is described by the committee—ap- 
pears to be of genuine benefit to both patients and the hospitals. Group 
hospitalization plans have actually been instituted in the following locali- 
ties: Dallas, Fort Worth, San Antonio, and Houston in Texas; Shreve- 
port, Louisiana, Louisville, Kentucky, Topeka, Kansas, Elizabeth and 
Newark, New Jersey, Colorado Springs and Denver, Colorado, New 
Orleans, and Philadelphia. 
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TAXATION FOR MEDICAL CARE 

Group purchase through fixed periodic contributions should be con- 
trasted with the principle involved in payment by governmental taxation. 
Group payment (insurance) for the costs of medical care requires equal 
payments from actual or potential beneficiaries and the medical benefits 
are limited to the contributing persons or their dependents. “Taxation on 
the other hand usually requires unequal payments from members of the 
population and may not provide medical benefits to the very persons who 
provide the funds. Both insurance and taxation are, however, alike in 
being financial procedures which distribute the costs of medical care over 
a group of persons. 

At the time when the need for medical care arises a large proportion 
of the general public does not fall in the class of either the certified in- 
digent or the self-supporting taxpaver. Accordingly, there have devel- 
oped in the United States various devices by which taxation has supple- 
mented individual resources in the provision of medical care, namely, the 
admission of full-pay or part-pay patients to the benefits of tax-provided 
facilities and the provision of subsidy by government to private practi- 
tioners and hospitals rendering medical care to free or part-pay patients. 

In some communities there have been direct tax subsidies through the 
services of medical practitioners, and in approximately forty rural areas 
in the Canadian provinces of Saskatchewan and Manitoba full-time physi- 
cians serve communities with their salaries paid through taxation. 

LOCAL COORDINATING HEALTH AGENCIES 

The varied and sometimes conflicting demands of medical agencies, par- 
ticularly hospitals and health organizations calling for public or philan- 
thropic funds, create a problem with which some communities have en- 
deavored to deal by setting up coordinating bodies. These groups have 
been usually one of two kinds: (a) councils of public health agencies 
formed to avoid duplication of service and to facilitate apportionment of 
taxes or voluntary contributions; (b) councils of hospital representatives 
or other agencies to develop joint action and efficiency in administrative 
procedures, such as purchasing, accounting, or admission of patients. The 
health councils of Philadelphia, Cleveland, and Louisville are illustrations 
of the first type of coordinating health agencies; the hospital councils of 
Cleveland and San Francisco represent the second type. 

GENERAL CONCLUSIONS 

From the foregoing facts with regard to the costs of medical care, and 
the economic developments in the organization of medical services, which 
are described in detail in Publication 27 of the Committee on the Costs 
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of Medical Care, certain general conclusions are drawn to serve as a basis 
for the recommendations. ‘These conclusions are as follows: 

1. Medical care should be furnished more largely by groups of physi- 
cians and related practitioners so organized as to maintain high standards 
of care and to retain the personal relationship between the patient and 
the physician. 

2. The costs of medical care should be distributed over groups of people 
and over periods of time. 

3. Methods of preventing disease should be more extensively and more 
effectively applied as measures both of service and of economy. 

4. The facilities and services for medical care should be coordinated by 
appropriate agencies on a community basis. 

Publication 27, The Costs of Medical Care, closes with the following 
statement: “In summary, no large reduction in the cost of medical care 
and the elimination of waste can be achieved by any quick-acting remedy, 
yet in view of the widespread lack of needed medical care all possible 
elimination of waste should receive immediate attention in order that the 
savings may be utilized in supplying the needs among some people in all 
areas and most people in some areas. But since the nation’s bill for med- 
ical care is not large in proportion to the size of its annual income and to 
the immense value of preserving and promoting health, attention should 
be focused on providing more adequate medical service for more people, 
achieving all possible economies on the way.” 

THE SPECIFIC RECOMMENDATIONS APPLYING TO HOSPITALS 

Under the five captions which appeared at the beginning of this article, 
numerous detailed recommendations are listed. It will suffice for the 
purposes of the present article to list only those which pertain to matters 
of hospital financing and costs. They are as follows: 

1. Community medical centers. The committee’s most fundamental 
specific proposal is the development around hospitals of comprehensive 
community medical centers with branches and medical stations where 
needed. 

2. The use of hospital facilities for physicians’ private offices. 

3. Middle-rate plans for hospital patients. 

4. Voluntary codperative health insurance (including hospital service). 

5. Voluntary hospital insurance (group hospitalization). 

6. Tax funds for free service in local non-government hospitals. 

7. Permanent, local codrdinating agencies, to advise and control the 
community expenditure for medical services in such way as to avoid 
duplication and to improve the quality of medical care. 

8. Systematic training for hospital and clinic administrators. 
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On the last point the report reads as follows: “Hospitals and clinics 
are not only medical institutions, they are also social and business enter- 
prises, sometimes very large ones. It is important, therefore, that they be 
directed by administrators who are trained for the responsibilities and can 
understand and integrate the various professional, economic, and social 
factors involved. Definite opportunities should be provided either in uni- 
versities or in institutes of hospital administration connected with universi- 
ties for the theoretical and practical training of such administrators. The 
administration of hospitals and medical centers should be developed as a 
career which will attract high grade students.” 


The personnel of the committee disagreed on one major recommenda- 
tion, namely, whether health insurance should be required by law for some 
groups of employed persons, particularly those in certain types of occu- 
pations or earning less than a stated annual income. <A small group of 
the committee, eight in number, recommended that immediate steps be 
taken to pass legislation Which would make health insurance compulsory 
for certain income groups in the near future, the legislation to be passed 
by the respective states rather than by the Federal Government. 


MINORITY REPORT 


A minority report was filed by eight of the twenty-three physician 
members of the group. The report disagreed with both the findings and 
the recommendations of the majority concerning the need for group 
practice and group payment. The minority agreed with the majority on 
the recommendation concerning the need for the study, evaluation, and 
coordination of the medical services in each community. This report is 
printed as part of the final report of the Committee on the Costs of Medical 
Care, and contains the following recommendations: (1) that government 
competition in the practice of medicine be discontinued and that its activi- 
ties be restricted to care of the indigent, promotion of public health, 
services to groups which cannot be served by the general medical pro- 
fession; (2) that government care of the indigent be expanded; (3) that 
the general practitioner be restored to the central place in medical prac- 
tice; (4) that “the corporate practice of medicine financed through inter- 
mediary agencies be vigorously and persistently opposed as economically 
wasteful, inimical to a sustained high quality of medical care, or unfair 
exploitation of the medical profession”; (5) “that methods be given a 
careful trial which can rightly be fitted into our present institutions and 
agencies without interfering with the fundamentals of medical practice” ; 
(6) the development by state or county medical societies of plans for 
medical care. 
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NO PANACEA RECOMMENDED 

The committee majority report stated in a section preliminary to the 
recommendations themselves the following: “The problem is complicated 
and differs from one region to another. No panacea is available, no solu- 
tion is applicable to all areas of the country. Americans are prone to 
think of the United States as comparable to such nations as France, 
England, and Germany. Actually this nation more nearly resembles the 
continent of Europe as a whole. Among the various population groups 
there are wide variations in cultural attainments and in standards of living. 
This means that there are wide variations in the kind of medical service 
which is demanded. Although in every case the service should be scien- 
tific, some groups of the population expect refinements not demanded or 
appreciated by others. But there are also wide variations in the cost of 
the service. No single plan, therefore, is adapted to all of America’s 
regional variations in economic resources and activities, cultural and edu- 
cational development, density of population, and social attitudes.” 


Stic Act ii 


Registry for Record Librarians 


A Registry for Record Librarians was established by the Association 
of Record Librarians of North America at its last session in September 
in Detroit to fill a need long felt by record librarians and hospital super- 
intendents. The Association provides for registration of properly trained 
librarians but refuses to act as an employment agency. 

Record librarians who are active members in good standing in the Asso- 
ciation of Record Librarians of North America may register without 
examination within one year after the establishment of the registry. 
Newly trained record librarians may register after submitting evidence 
of proper character and passing an examination to be set by the Board 
of Registration. <A certificate of registration will be issued to each ap- 
proved candidate. 

Record librarians are urged to communicate with the registrar, Miss 
Evelyn Vredenburg, Woman’s Hospital, New York City, for full par- 
ticulars. 


2, 
_————— 
a0 
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A Medical Staff Viewpoint of Institutional Cooperation 


VAUGHN E. BLACK, M.D. 

Member of the Medical Staff, Moose Jaw General Hospital, Moose Jaw, Saskatchewan 

CONCEIVE four pivotal points in the management and functioning of a 

hospital: the board, superintendent, the principal of nurses, and the 

medical staff. 

[ conceive four pivotal points in the management and functioning of a 
hospital: the board, superintendent, the principal of nurses, and the med- 
ical staff. 

In many hospitals each of these considers itself the most important, a 
condition which is frequently the basis for friction. I do not intend ex- 
pressing any opinion as to their relative importance but I will say that the 
efficiency of a hospital can be measured in terms of the amount of 
cooperation that exists between them. 

In considering the question of the cooperation that should exist, let us 
first define the word “hospital.” The definition I wish to give you ex- 
presses in a few words what it is, what it stands for, and our duty to it. 
A public hospital is a community’s expression of its humanitarian duty 
toward its sick and injured citizens. Thus we start with the premise: 
the hospital is for the patient. We must therefore remind the sta? that 
the hospital is not for the convenience of the doctors, but to enable them 
to more surely diagnose their cases and more effectually treat them; in 
other words, to render better service to the patient. 

We must remind the principals of some training schools that the hos- 
pital is not primarily an institution for the purpose of training young 
women for a profession—that efficient nursing service is the goal and 
thoroughly educated trained nurses a by-product. 

We must remind governing boards that a hospital cannot be a money- 
making institution ; that it cannot even be a self-supporting one ; that every 
possible cent that can be contrived for it can be spent to advantage if 
thought be used in the spending; that the most glorious dividends in the 
world are paid by it—not in dollars and cents, but in health, reduction of 
disability, and return to activity of the husband or breadwinner, the wife or 
homemaker, and the child or future citizen. 

We must remind hospital superintendents that theirs is one of the 
most difficult vocations, increasing in complexity from day to day, demand- 
ing even in ordinary times (to say nothing of times of siress like today ) 
the utmost in business ability and foresight as well as courtesy, tact, diplo- 
macy, and firmness. 

They must ever watch against attempting to fit the patient to the hospital 
but rather strive to fit the ever changing methods of hospital function to 
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the never changing factor, the patient, the human being in an abnormal 
state. 

It was only a short seventy years ago that hospitals were known as 
“houses of death’”—a name well merited when we consider that their mor- 
tality rates in surgery and maternity sometimes reached 60 to 70 per cent. 

Picture them as practically two departments—one to prepare the patient’s 
food or do washing in; the other a ward to treat him in. Even today in 
some of the older hospitals the ringbolts remain in the floor beside the bed 
where, after sawdust had been sprinkled on the floor, the patient made 
suitably drunk and tied down, a knife sharpened on a whetstone, all neces- 
sary preparations for a major operation were considered complete. 

I am going to ask you to compare those hospitals with modern ones in 
one particular only—the one that is the true index of efficiency, namely, the 
mortality rate. If we compare these we must be inclined to give the hos- 
pital a new name—the house of life. 

oo THIS HOUSE OF LIFE with its multiplicity of departments or devices 

has created a new profession, that of hospital managership. It has 
also created a need for a board of governors, whose work differs com- 
pletely from that found in any other business institution, the only one 
approaching it in any respect being the modern hotel. 

As seen from the viewpoint of a staff member, this board should be more 
or less permanent—the ideal appointment for a business man without a 
hobby. If he will take it up as one, he will in a few years become a most 
wonderful aid to efficient management. 

I do not think any board member can be of much value to the hospital 
for at least two years after appointment, no matter how good his intentions 
or previous business experience. 

I believe the board as a whole should formulate the policies that the 
superintendent will endeavor to carry out. A subcommittee of two or three, 
preferably older, board members functioning as a consulting committee, 
with the superintendent, obviates the necessity of too frequent board meet- 
ings, with smoother function and efficiency. 

I make here a plea for freedom of action on the part of the superin- 
tendent. If he does not make good, discharge him, but the board, having 
formulated a policy, should let the superintendent carry it out as the direc- 
tors of any other institution would their managing director. 

Regarding the superintendent and the principal of nursing, codperation 
is most necessary and often least in evidence. 

I think the best way to secure it is to have the duties of the two positions 
so clearly set forth that there can be no trespass of one on the prerogatives 
of the other. From this point codperation will begin. 
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In considering the superintendent and the staff, I would suggest that 
the superintendent be available when staff meetings are held, to slip in for 
a few minutes, to interpret to the staff the policies of the board, to explain 
the reason for some change of routine, to obtain the staff’s views on other 
aspects of hospital function; that outside of staff meetings he consult on 
hospital matters only appointed members of the staff advisory committee, 
to prevent any members of the staff from thinking that some others have 
undue influence in the management or obtain unnecessary favor. 

I would suggest that the superintendent cooperate with the staff in organ- 
izing a follow-up system. Larger hospitals have these but smaller ones can 
have them in miniature. 

It would be possible for a member of the office staff to bring from the 
record room every morning the records of cases discharged three months 
before. It would be part of the staff doctor’s duty to check on his records 
each morning each case other than those of no particular interest, and 
have a short letter dictated to them by the doctor after refreshing his 
memory from the record. These follow-up letters would almost invariably 
make and keep fast friends for both doctor and hospital, as well as help 
to check up the results of treatment. 


cw IN considering the principal of nurses and the staff, I must begin with 

a plea: may she always remember that her work has two objectives, 
a major and a minor. I am afraid at times their positions get reversed. 
The major one must always be to obtain throtigh nursing service the best 
possible care of the patient; the minor, the equipping of young women 
to enter the field represented by the profession of trained nurse. 

There is to my mind today a very grave danger that in smaller hospitals 
where eight-hour nursing or a block system does not exist, in an attempt 
to have the nurses most fitted to write examinations for certificates, we 
run the danger of either breaking her physically or another almost as seri- 
ous, asking her to carry on nursing duty when fatigue from the work of 
lecture and study have rendered her unfit to give good nursing service. 

I strongly protest too much lecturing. As I look back it seems strange 
that so large a percentage of the more successful nurses come from those 
who seemed only average and sometimes less in examination. Let us never 
forget that the true nurse is born, not made. 

I think again an advisory committee of the staff should be appointed to 
whom the principal can go on matters concerning nursing service, nurses, 
or their training. 

The staff must remember that its responsibility to the nurse in training 
is steady from her acceptance to her graduation and after. They owe 
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it to her to teach her on duty as well as at lecture, to point out with kindness 
and consideration her mistakes, but not in front of patients, to give her 
little pointers of value, to watch her health through the periodic health 
examinations which are now being carried on in some places. 

It is often said that the trained nurse is extravagant and wasteful in the 
home. I wonder if the staff doctor ever thinks how much he is to blame 
for that habit. In other words how many staff men are as careful of hos- 
pital supplies, gauze, bandages, catgut, syringes, etc., as they are of their 
own? And all such misuse of supplies takes place under the watchful 
eyes of a nurse in training. 


cv In earlier hospitals the staff and the board were one and the 
same, but as the complexity of hospitals increased and the world 
became more aware of the ineptitude of the doctor for business, the two 
separate bodies came into existence. Now it is not considered good form 
for a medical man in practice to be a member of the board, though an 
advisory committee of the staff is most valuable. These two bodies, how- 
ever, now often stand far apart and eye one another with suspicion. 

The board thinks that the doctor only considers his own convenience, 
thinks the hospital built for him, is constantly asking for things not abso- 
lutely necessary, keeps non-paying patients there longer than necessary 
rather than make non-paying calls outside, is wasteful of supplies, and 
many other things and sometimes in some of these things the board is 
right. 

The staff on the other hand, having a hard time to keep up with newer 
hospital procedures and new forms of treatment, though at it most of the 
time, thinks a frequently changing board composed of men with a dozen 
other interests which demand attention can know very little of hospital 
management in its present state; that they think mostly in terms of dollars 
and cents, instead of lives and health; that they try to make the hospital 
self-supporting, a thing it cannot be, and many other things, and sometimes 
in some of these things the staff is right, but this is not as it should be 
and the only thing to cure it is for each to understand the other. 

One of the best ways to effect this would be once or twice a year to 
have the two meet around the dinner table, not to scratch one another’s 
backs but after dinner, with pipe or cigar, listen to one or two thoughtful 
speeches by members of both groups, each setting out its viewpoint. Edu- 
cation of each by means of the other’s problems would take place and 
cooperation would begin. 

I would suggest a codperative move between the staff and the board 
to enable the hospital better to fill one of its recognized but too little used 
functions, that of a center of health, knowledge, and education. 
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If an article were placed in the paper on a health subject or given over 
radio by one of the staff, the question of an attempt at undue publicity 
would immediately be raised, but. if through arrangements by the board 
with the paper or radio, an article once a month or less was given, spon- 
sored by the hospital, the effect on the public wouid be favorable to the 
hospital and doctors alike. 

For example, an article might appear in a January edition of the local 
paper on measles, its beginnings, its course, complications, etc., sponsored 
by the hospital or hospitals of the city; in February, one on diphtheria, 
etc. These can be carried on touching child welfare and disease, occupa- 
tional disease, appendicitis, and a hundred different subjects and all be 
reflected in the public mind by favorable reaction to hospital and doctor. 

I wish to suggest another point on which cooperation between staff and 
board might effect a saving to the hospital. The average stay of private 
and semi-private cases in our hospital here this last year is 9.6 days, the 
average in the public wards is 17.9 days. I see a report of another hos- 
pital in the province has an average stay in hospital this year two days 
longer than the average of last year. Some may incline to blame the staff 
here for keeping patients too long but the real blame in many cases must 
go back to the city itself, since undoubtedly the homeless, sick indigent ac- 
counts for it. 

I suggest a concerted move on the part of board and staff to urge the 
cities to provide board and lodging for those of this class who do not 
need hospitalization and I am confident they could obtain for 75 cents 
per day, for many of them, all they need, and save for the hospital at least 
$1 per man per day. 

The staff should codperate in explaining charges to prospective patients 
so that they may receive their bills with an approximate foreknowledge 
of its amount, rather than a shock as to its size; the latter often makes 
a destructive critic out of an otherwise grateful patient. The staff should 
cooperate in directing the patient to the type of ward his economic status 
warrants and often the suggestion, coupled with a few words indicating 
the fitness of the general ward, will be all that is necessary to spare the 
patient extra expense, dictated by false pride. 

The staff can codperate a great deal in prescribing more common and 
less expensive medication for indigent cases, which in most instances will 
be quite as effective. 
co THE sTAFF of a hospital blessed with interns must accept the re- 

sponsibility that implies. The intern is there to learn and complete 
with practical work and suggestions the largely theoretical part of his 
earlier course. 
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His reaction to the hospital depends on the kind of training he received 
and there is not much inspiration in the routine of case histories, an- 
esthetics, holding retractors, and urinalysis. 

His reaction is known full well by the friends he has left at college 
and results in the good hospital’s being able to pick and choose, the poor 
one taking what is left. One scheme we are trying here, to bring about 
closer contact between the two, is a form perforated for filing, on which 
the intern, after writing the history, writes a synopsis of the case with 
his diagnosis. ‘The doctor reads this and agrees or disagrees with the 
diagnosis, but at any rate discusses it. 

There is a part for the notation of any measures of treatment of inter- 
est, and the result. On discharge this form is given to the intern for filing 
and reference. Thus at the end of his time a complete record of his 
work on interesting or perplexing cases is at hand to carry with him. 

We need the cooperation of staff, board, superintendent, and principal 
of nursing together to try to increase our number of postmortems. In 
larger centers the people become educated to this, while in this country 
they still have the feeling of horror and reluctance to consent. The board 
must supply proper facilities for the postmortem and, to comply with the 
standard for interns, at least 10 per cent postmortems must be obtained. 


cw A word, in closing, on records: The American College of Surgeons 
has done a marvelous work in the hospital standardization program. 
Without it I doubt whether our smaller hospitals would ever have attained 
their present standard of efficiency but it seems to me that sometimes they 
make a fetish of records. In the larger hospitals with more perfect 
records the staff members do not write them; they do not have time. The 
staffs in smaller hospitals have no more time than those of the larger 
ones. The interns in the larger hospitals write them and in many cases 
they average one intern for twenty to twenty-five patients. Our smaller 
hospitals here average one intern to fifty or sometimes seventy-five pa- 
tients. Now if the records are kept up to standard the intern is going to 
have little time for any other work. What shall we do? Try to balance 
his year or two with us to make it interesting as well as profitable or 
shall it be drudgery and “away for himself” at the first opportunity ? 

No one will question the value of records but when we accept the re- 
sponsibility of the intern’s last year or two, it seems to me that this should 
consist in offering him a balanced year of practical work and the applica- 
tion of his hitherto theoretical work, which would limit to some extent 
his record writing and leave us, as heretofore, open to the criticism of 
incomplete records. 
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A. O. FONKALSRUD 
Superintendent, Mansfield General Hospital, Mansfield, Ohio 


E ARE ASSEMBLED for our annual convention. A program of sci- 

entific and educational nature has been provided. Men and women 

of experience and recognized ability will introduce and discuss 
the topics. Supplementing their efforts, we expect to draw on the knowl- 
edge of every member present. We meet as representatives of our hos- 
pitals and because of a personal interest in the work we are permitted 
to perform through these institutions. 

Our subjects for discussion are not merely of a technical nature, but 
they will cover a part of the work relating to the spiritual side of the 
hospitals; and incidentally, we shall be edified and encouraged in our 
difficult tasks through the Christian bond of spiritual fellowship so mani- 
fest at our meetings. 

Hospitals evaluated in terms of industry have grown to be one of the 
largest in the country. They deal with vast capital investment, huge 
physical plants, and a man power of over a million and one-fourth. Hos- 
pital service touches humanity at its best and at its worst. Their com- 
modity is the physical and spiritual welfare of human lives. 


As representatives of this industry, if this term may be used, we do 
well to gather once a year that we may learn from one another the latest 
and the best of means and methods. Whatever we may receive at this 
convention from the experience and knowledge of others becomes an 
addition to what I call the “capital investment” of the individual hospital 
worker. 

“Capital investment” in the physical represents buildings and equip- 
ment. In the hospital worker capital investment is translated into quali- 
fications that make a nurse a good nurse, a superintendent a capable 
superintendent, and a doctor a desirable doctor and staff member. I am 
convinced that your participation in this convention will increase your 
working capital in the sense mentioned. 

Participation” means to take a part. By doing so, we will add our 
part to a grand total of knowledge. In many of our conventions the 
participating is left to a small number. The combined potential knowledge 
and experience of all the workers is greater than that of a few though 
they may be highly capable. I urge that you take an active part in the 





1Read before the American Protestant Hospital Association, September 12, 1932, 
Detroit, Michigan. 
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discussions of the important questions that will be presented at the various 
sessions. We may not all speak at once, but there will be an opportunity 
for all to speak at least once. 


PROGRAMS 


The matter of an inspiring and instructive program which will attract 
attendance and give value received to those who attend the convention is 
an annual problem which confronts the officials of the association. Unless 
the convention topics and discussions aim to give sufficient compensation, 
we can hardly expect our members in many instances to travel great 
distances at considerable expense. 


In the hospital field there are a large number of associations, besides 
allied organizations, whose work to a great extent constitutes a branch 
in the hospital field. These allied organizations have excellent annua! 
conventions which attract their members. 

The state and district hospital conventions, provided in nearly every 
state of the Union, bring a convention with similar topics close to most 
hospital workers. What, then, if any, should be the features distinguishing 
a national organization, such as the American Protestant Hospital Asso- 
ciation, from district associations ? 

The answer may possibly be best given by discussing the question, Who 
attends our hospital convention? The state and district conventions being 
in local centers will not require long distance traveling nor the necessity of 
being absent from the institutions for the same length of time as in attend- 
ing a national convention. The shorter distances and the less time con- 
sumed enable a larger number of hospital workers and others interested 
in the hospital field to attend the district and state meetings. The number 
attending will also include a broader representation of people engaged in 
hospital work. 

If this differentiation is correct, it is evident that the program material 
for consideration should vary, as the character or the personal interest 
in the convention varies. The practical every-day problems as they are 
met in the daily routine might more properly be emphasized at the smaller 
conventions ; while at our national conventions the principles and policies 
of the hospital field, and especially its relation to the community and 
society in general, will be more appropriate. 


INTERPRETING THE HOSPITAL FIELD 


The community, justly or not, looks to the representatives of the hos- 
pital to outline and effect such hospital organizations as will meet their 
needs. 
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At this point I ask another question: Are we interpreting the hospitals 
in the terms of the social needs, or are we fettered by traditions, practices, 
and other facts, as has been established during the last twenty-five or more 
years? 

We hear much at present of the new day, of changing and modernizing 
conditions, and, generally speaking, we have had ample evidence during 
the last few years that all machinery is not fully in gear. 


Another factor has come to my notice: that many of the more important 
hospital topics are discussed by lay people outside of our hospital field, 
and editorially in our excellent hospital magazines. To further establish 
this conviction which I entertain concerning the above, I shall quote from 
the editor of the Western Hospital Review, July 1932, as follows: 


Does our present system of medical, nursing, hospital, and public health services 
have fundamental defects that make it impossible of successful operation ? 

We have plenty of good hospitals, plenty of good doctors, plenty of good nurses. 
We have statistics galore as to the needs of our communities—and we have some- 
thing else—old habits of thoughts, o!d traditions, and old practices, the origin of 
which and the reasons for which, in many instances, are lost in oblivion. 

We have “passed the buck” from one group to another and from one organization 
to another. We have studied facts and figures and the present figures do not sug- 
gest a balance. 

What is to be done about it? 

Hospitals are threatened. Medicine as it is now practiced is threatened. Nursing 
is threatened. Perhaps in no greater degree than other lines of endeavor, but they 
are the factors with which we are most concerned—the preservation and main- 
tenance of health. 

What assurance do we have that present conditions are not “normal” for the 
future? The searchlight of true values that has been turned on the preceding 
years of prosperity has shown up glaring weaknesses in our financial structure. 
Even in those times the cost of scientific medical treatment was beyond the ability 
of many people to finance. 

There is ample evidence to prove that the bulk of the people will not avail them- 
selves of scientific medical, hospital, and nursing care unless we provide a way for 
them to obtain these services at an equitable cost. 

Lay groups are studying this problem and unless we can present a united front 
with a workable program, we may be forced to accept the program of lay organ- 
izations. 

Before it is too late it behooves us to work out our own solution—Dbut we must 
pull together. 


The same editor in the August issue continues : 


The medical profession has a splendid organization, but this organization has 
been built up for the advancement of scientific knowledge and has not seriously 
concerned itself with the every-day problems of adjusting the practice of the art of 
medicine to the changing conditions of the times. 

Hospitals have multiplied in number and size. No consideration was given to the 
possibility that the public would not always be able to meet the cost of the elaborate 
system provided to supply de lure workshops for the administration of the treat- 
ments scientific medicine has set up. 

The number of nurses has grown by leaps and bounds, the by-product. so to speak, 
of our hospital svstem, and has gone bevond the point of saturation. 

No unity of effort, no study of supply and demand have kept these three organ- 
ization bound together. They have assumed that because their usefulness was assured 
to themselves the public would accept them and pay for their services. They have 
overlooked the fact that they are public servants, which makes it necessary that 
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they adapt their services to the changing economic conditions of the community 
they serve. 

The public accepts only that which it understands and in order to arouse the 
thinking people of our country, hospitals and the medical profession must band 
together and immediately place simple and honest facts before the public in a way 
that will be convincing. 

The medical profession and hospital organizations must go to the public since the 
public will not come to them. They must present a counter atta¢k and develop 
within their own organizations satisfactory plans whereby the people of the country 
may obtain scientific care. They must adopt some policy to which they will mutually 
adhere and which they will back up as organizations and ‘sell scientific medicine 
and approved hospital services—not because it is best for the medical profession and 
best for the hospitals but because it is best for the people of, the community. 





The Junior American under the heading “Hospital Service”.in its July 
number says: Po 


Hospitalization has become a common corollary of illness. Patients of all social 
groups, the moderately well-to-do no less than the rich and the poor, are demanding 
hospital care. 

A study was undertaken to ascertain how the hospitals of America are meeting 
the new demands made on them by these patients of moderate means. It was 
found that hospital executives are, for the most part, wide-awake to the problems 
confronting them. Many of them are readjusting the services of their institutions— 
making changes in structure and administration—in order to provide facilities better 
adapted to the needs of patients of this class than have been provided in the past. 

The change in physical structure of the hospital is probably the most striking 
of the various adjustments which have been made in providing hospital care for 
patients of moderate means. The traditional clear-cut division of the hospital into 
a series of large open wards, on the one hand, and a number of single rooms on 
the other, seems to be giving place to a graduated series of accommodations in 
some degree comparable to those found in a modern hotel. 

Evidently but few hospitals now fail to provide, in some measure, one or more 
of three types of accommodations regarded as especially suitable for patients of 
moderate means. 

Hospital administration, as well as hospital constructions, appears to’ be under- 
going a transition pointing towards a greater accessibility. of hospital care to the 
middle-class patient. One notable change is the tendency to break down the old 
hard-and-fast distinction between “private” and “ward” patients. Twenty years ago 
the patients of the typical hospital, very much like the passengers in a trans-Atlantic 
liner, were segregated into two sharply defined classes between which the cleavage 
as to status, privileges, and type of care was almost absolute. Today the lines 
between these groups are giving way. Passengers in the “steerage” (that is, the 
ward) are beginning to receive some of the privileges heretofore associated only 
with the “first cabin” (that is, the private room), and a new “cabin class” of accom- 
modations (the semi-private room and the smal! ward), intermediate in physical 
equipment and in accompanying privileges between these two extremes, has made 
its appearance. 

Illness creates an emergency. Often it is sudden and unforeseen. Seldom can 
the patient with impunity make the care of his illness wait upon his personal con- 
venience or his financial condition. Therefore, the average patient may occasionally 
find himself in urgent need of medical treatment, under such circumstances as to 
make it difficult to meet all the costs of his hospital care, his medical attendance 
and other items of expense growing out of his sickness. In such a contingency the 
necessity arises for some special kind of financial adjustment. Various devices have 
heen adopted recently by some hospitals to ease the financial burden of the patient 
in such circumstances, and at the same time to assure to the hospital as large a 
financial return as can reasonably be expected. These devices have to do, first, with” 
the selection of patients eligible for financial adjustments; second, with the pro- 
cedure employed in making adjustments; and, third, with the type of adjustment 
made. 
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An important question, it may be pointed out, remains unanswered by this study : 
Would the patient of moderate means be able to pay for his hospital care even if 
the entire hospital world should adopt every one of the new policies outlined in 
this study? Hospital service is expensive, and developments in medical science and 
hospital management may add new elements of cost. It is possible, by increased 
efficiency of administration, to reduce costs somewhat. It is also possible, as the 
foregoing study has suggested, to equalize the burden of hospital costs or to lessen 
their impact upon individual patients. But, when all is said and done, the question 
still remains: Can the patient of moderate means normally pay for his hospital 
bed, his “extras,” his special nurse, and his physicians out of his own individual 
income? It may be that he can. Some hospitals, at least, believe that he can and 
have set out to give him service on this assumption. 


It 
of the public. They want hospital service, but at a figure they can afford. 


s apparent that hospital cost is a question uppermost in the mind 


In order that hospital service and the patient’s ability to pay can meet, it 
may be necessary that some known essential sacrifices be made by both 
patient and hospital. That hospital service is expensive cannot be dis- 
puted. However, this is due to no fault of the hospital. Patients, doctors, 
and relatives demand too much and often far beyond what the welfare 
and comfort of the patient require. Almost everything consumed by the 
hospital for its patients belongs in the high price class, such as foods, 
equipment, service, etc. 

Anyone demanding luxury should pay for it without complaint. Addi- 
tional factors in hospital costs not usually considered by the hospital or 
by the community, because they do not wholly pertain to the patient’s 
immediate welfare, are such items as the education of the hospital person- 
nel, community health, and scientific research. 

I have given considerable thought and study to the cost of the modern 
record system and I am convinced that 25 per cent of the time of the 
nurses, besides the full time of the librarian or historian, is devoted to 
records. This is no small figure in the hospital budget and is included 
in the cost of a patient’s expense. It is my judgment that this item should 
be segregated from the direct cost of service to patients and placed in a 
separate classification. 

The question of additional funds is perpetual in most institutions. The 
statement is frequently made that if we had the means we could and would 
do so many more things, and also the present things differently. 

There are only three sources of income to our hospitals: first, funds 
received from patients. We classify receipts of this kind under two head- 
ings—fully paid and partly paid. In too many institutions, I fear, the 
patient who pays the stipulated rate believes he covers the cost of his 
hospital service. It is well to let the community know that any hospital 
rate below the actual daily cost belongs in the partly paid column, and that 
the deficit must be made up from other sources. 
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Another avenue from whence many hospitals receive substantial aid is 
private philanthropy. During recent years this has been materially reduced 
because of the reduced income of the charitably inclined, and also because 
of less income from endowments already established. Furthermore, the 
public is assuming a changed attitude toward charity and consequently 
philanthropy as expressed through larger or smaller donations is governed 
accordingly. A dollar donated must represent a corresponding value. 
Business methods, conservative and safe management, will be required. 

The third source is public taxation. This, like those previously men- 
tioned, is uncertain, as we have discovered in the last year or two. The 
income from whatever source to a hospital is uncertain, and hence most 
institutions are in constant fear for their financial standing. The matter 
is not solved and will require our serious attention and thought for years 
to come. The public in most instances is too careless about the indigent 
of the community. Tax funds might well be curtailed in other places thus 
providing more funds for the sick and suffering. No community has a 
right to expect, if a small per cent of profit is had from its fully paid 
patients, that this shall be used for the indigent of the county. 

Summing up our present situation, we find that hospital service to 
nearly all classes of patients is unsatisfactory. The fully paid patient is 
called upon to aid unwillingly in the hospitalization of the indigent. The 
partly paid and the free patients are received and given second class service 
often grudgingly because the funds of the hospital are so insufficient that 
though the will to do the right is present the ability is lacking. This last 
type of patient is aware of the nature of the service rendered and the spirit 
that surrounds him. He is dissatisfied, since in his judgment he is not at 
fault for the situation in which he finds himself. Such patients are firmly 
convinced that the community should provide for them satisfactory medical 
and hospital service. When the patients able to pay, pay their bills and 
the community through profit taxation allows sufficient for charity properly 
controlled, then will our voluntary hospital function as intended and render 
service acceptable to society. 

I believe that if this situation were brought more clearly to the attention 
of the public and its officials, the trouble would be remedied. That the 
pay patients shall meet the bills of the non-paying patients is unjust and 
bad business. 

THE NURSING SITUATION 

The nursing problem is of major importance to all hospitals. No 
institution can function properly in its care of the sick without an 
experienced nursing staff. An attempt has been made and various sug- 
gestions brought forth during the last few years relative to the nursing 
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situation. It may be analyzed from many different angles and remedies 
proposed often on the basis of the investigator’s personal views. Gen- 
erally, it appears that the question is discussed too much from the ideal 
standpoint. Vague theories difficult of comprehension are proposed, and 
no one has been able to state the difficulty in a language that is under- 
stood. This is possibly evidence of a failure to grasp the nature of the 
underlying trouble. 

In our endeavor to solve the nursing problem, we should ascertain the 
wishes of the medical profession and society. In my judgment, there is 
an attempt to force upon these two important factors in nursing what is 
not wanted. It would be well, if it were possible, to obtain a statement 
from the medical profession, the community, and the nursing profession 
regarding the kind of nurses wanted and what is expected of a nurse. 
Such opinions would be colored by the peculiar interest of each group. 
Nevertheless, a composite product of useful service should be the result. 

Based on the above we can furthermore ask: Is it possible that nurses 
today are trained for some form of work that, in the minds of the medical 
profession and of society, does not really exist? A doctor speaking at 
a meeting in Chicago last March expressed it by saying that nurses are 
second class doctors. The nursing profession has a broad field which 
offers many opportunities and yet after twenty-five years of experience 
with schools of nursing, I frankly admit that in very few cases will a 
student nurse prepare in any line other than that which pertains to the 
simplest form of private duty nursing. 

Most schools of nursing are prepared to equip their nurses for a field 
of service so broad that there should be room for nearly twice the number 
that is now occupied. Many hospital executives are aware of the extreme 
difficulty of finding qualified institutional nurses and executives. It is 
undeniably correct that with the present limited field of labor, there is an 
overproduction of nurses. As we read the great volume of literature 
appearing on this subject, we need not read between the lines to note that 
the blame for the situation is placed at the doors of our hospitals 

As a hospital superintendent I do not accept this blame, nor do I sub- 
scribe to the oft-made statement that hospitals have training schools in 
order to obtain cheap nursing for their patients. I grant that a properly 
conducted school of nursing represents a small saving to most hospitals. 
The various investigations made regarding this subject during the last few 
years appear to prove both sides—that a school of nursing is a saving 
and that it is an expense. The different results of the investigations may 
be the result of prejudice on the part of the investigators. 
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Dr. Lyons, dean of the school of medicine of the University of Minne- 
sota, stated last winter that the training school of the University Hospital 
saved the taxpayers of the state over $20,000. Two or three years ago 
the superintendent of the same hospital presented an article purporting to 
show that schools of nursing are an expense. The answer to the over- 
production of nurses is funds. Give the hospital ample funds so that 
they need not barter for the patient’s service, and the school sufficient 
funds so the student nurse may get her education or have sufficient funds 
to pay for it, and the nursing problem is solved for the present. 

Indirectly, a second cause is the opportunity that is offered any young 
woman with the necessary qualifications to become a graduate nurse. With- 
out much in the way of a direct monetary outlay, the present system 
offers her an opportunity to exchange with the patient apprentice service 
in order that she. may obtain experience and thereby learn the art of 
nursing. In this way the patient is saved the expense of the graduate 
nurse and the practice service rendered by the student is acceptable in a 
large degree by most patients when it is properly supervised. 

This system permits the student to pay for her education in service, for 
experience, and such service is not to be valued at so much per hour, but 
is a part of what the student pays for her education. 

A course of three years in a school of nursing is the equivalent of a 
university course leading to the B. A. degree, and those of us who have 
observed, both by experience and otherwise, know that from a financial 
standpoint the nurse has paid much less for her education than has the 
university graduate receiving her degree. 

The ease with which a nurse may receive her education is undoubtedly 
another answer to why the profession is overcrowded. The American Prot- 
estant Hospital Association will continue its interest in this phase of its 
work, and for this reason has placed on its program at this convention, as 
one of its most important subjects, a discussion of the nursing problem. 

We agree that in the nursing profession there is urgent need of im- 
proving the quality and reducing the quantity. 

In conclusion, the American Protestant Hospital Association must ever 
remain mindful of the fact that man is not mere “matter” but body and 
soul, and that when the body is ailing the soul joins in the suffering. Our 
hospitals aim to help the whole man. To serve and save the body and 
neglect the soul is poor service as evaluated in terms of our association. 

As an association we should aim to limit ourselves to hospital affairs 
peculiar to our field. In the broad field of hospital service, we fall in line 
and follow the banner of the American Hospital Association, where most 
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of us are members. Through that excellent organization we seek to pro- 
mote the bigger things, of a more technical nature. 

Last winter, the president and other officers of the American Hospital 
Association extended an invitation to officers of other similar organiza- 
tions to attend a conference in Chicago for the purpose of reviewing the 
hospital situation. This meeting was well attended and much interest 
was noticed in hospital problems as they exist today. An attempt to 
analyze hospital work was made and it was evident that though the central 
organization would bear the heavier burden, no complete whole could 
be established unless the different associations, our American Protestant 
Hospital Association included, fully lived up to its possibilities and exerted 
its influence to the utmost. 

Dr. Ray Lyman Wilbur was present at the meeting and spoke these 
significant words: 


Broadly speaking, the public owns the hospitals. As a group it is impossible to 
succeed as ordinary business institutions. Only certain private hospitals that are 
specially favored can operate with some small profit. The advance of medicine, 
with its many new requirements of facilities and equipment, the wearing out of 
materials, compels most hospitals to be either replaced or remodeled every twenty- 
five or fifty years. As a business, the ordinary hospital is a failure. As an instru- 
ment of human service it is a striking success. 

We cannot think of our civilization without its hospitals, but we must think 
of just what the hospital is doing today and what its social consequences are apt 
to be in the future. Recent economic changes have brought us up with a sharp 
start to realize that the indispensable hospital stands now financially in between 
the patient and the doctor, and that some system of handling both the operation of 
the hospital and of medicine is required if we are to maintain the best that the 
medical profession has to offer to us all. 

The practice of medicine must center around the patient, not around the bureau- 
cratic administration of a public institution. We must not let too many things 
come in between the doctor and the sick. We want as little red tape wrapped 
around our hospitals as is possible. We want to keep them responsible to local 
needs and alert to changes and emergency. 
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Conference on Out-Patient Work 
HELD AT THE AMERICAN HOSPITAL ASSOCIATION CONVENTION 


DETROIT 
PRESENT: 
Mr. Ray Amberg Miss Edith Epler Dr. C. Rufus Rorem | 
Minneapolis Syracuse Chicago 
Miss Edith Baker Mrs. Eleanor Ford Miss Smith 
St. Louis Detroit Grand Rapids 
Dr. Langdon Crane —_ Dr. Clyde D. I'rost Miss Alice Walker 
Detroit saltimore Detroit 
Mr. Sidney Davidson Dr. Edwin Harmon Mrs. Constance Webb 
Grand Rapids Cleveland Cleveland 
Dr. Michael M. Davis Miss Beatrice Kaiser Mr. Frank Wing 
Chicago Detroit Boston 


Miss Eleanor Dodge Mr. John Ransom 
Syracuse Baltimore 


SUMMARY OF DISCUSSION 

THE DISCUSSION centered on measures taken to meet the emergencies 
of the past winter. A large increase in number of patients was reported 
by all. The relative amount of increased pressure seemed less in Boston 
than in Detroit, Cleveland, Chicago, or New York. Harper Hospital in 
Detroit has established an admission system designed to make a’ medical 
as well as a social selection of ali applicants, retaining for out-patient treat- 
ment only those who had diseases or conditions which were of some im- 
portance and which could really be benefited by treatment. A physician 
(one of the resident staff of Harper Hospital) is assigned to the admit- 
ting desk and interviews every new patient. This is in addition to what 
is done by the socially trained admitting officer who looks into the eco- 
nomic status of applicants and considers the source from which they have 
been referred. Chronic conditions not capable of being benefited substan- 
tially by treatment are not accepted. Special inquiry is made as to whether 
the applicant has had a private physician. If so, this physician is com- 
municated with by mail so that opportunity is given him to state whether 
he will take the patient free or for whatever nominal sum the patient can 
pay. The representatives of the hospital reported that the plan had 
resulted in eliminating about 40 per cent of the applicants, for either 
medical or economic reasons—the majority for medical reasons; that the 
plan appeared to have established better relations with the physicians of 
the community than had existed before. 
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The Detroit representatives reported that a plan had been put forth by 
the Wayne County Medical Society during the winter. Persons needing 
free medical care were referred to the office of the society, and then 
referred to physicians in the district of the city in which the applicant 
resided. The society had received a flood of applicants when the plan 
was announced, but now had subsided and the plan was practically dead. 
‘or one reason, there was loose administration of the plan in the society’s 


office. 


The representatives from Cleveland reported that early in the winter 
there had been serious objections from the local medical society to the 
enormous increase in the numbers of patients at the clinics. A plan 
adopted by one out-patient department (St. Luke’s Hospital) requiring 
referral notes from a physician (any physician) of each patient, old or 
new, before admission was advocated by certain groups within the 
Academy of Medicine. The proposal was rejected, but out of the discus- 
sion there grew a feeling on the part of the hospitals that the practicing 
physicians were sincere in their expressed desire to see and treat at free 
or nominal rates many who were becoming clinic patients. Question- 
naires were circulated by the Academy to its membership and some three 
hundred physicians throughout the community signified their willingness 
to see approximately 14,000 patients a month on a free or reduced basis. 
A committee having representatives from the three major groups con- 
cerned, the Academy of Medicine, the Cleveland Hospital Council, and 
the Welfare Federation, was created to study the situation and make rec- 
ommendations. After extensive deliberations a plan was arrived at whereby 
referring agencies, including the clinics themselves, agreed to refer back 
to the private physician for his consideration all patients who had had a 
private physician. All others who in more normal times would be of pri- 
vate patient caliber were to be referred to a physician in their neighbor- 
hood, being given their choice of three or four names from the list of 
those doctors who had entered in on the plan. These doctors had by 
their inclusion in the list agreed to treat such patients free or at an agreed 
rate, or to refer them to a clinic for care. 

While it was recognized by all groups concerned that the plan was not 
perfect, it was believed that the excessive demands on the out-patient 
departments could be lightened, the practicing physician be brought more 
closely into the picture to lend his cooperation in the community welfare 
program, and in many instances the patient be effectively treated hy a 
physician in his own neighborhood at less expense to the community at 
large. This plan was approved and put into effect as of July 1, 1932. 


Inasmuch as it has been in operation for so short a time it is too soon 
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to evaluate results. Copies of all references made are filed at a central 
office and it is planned to make a study of these references in an attempt 
to learn whether the patients accepted by physicians secure adequate care. 
It is the belief of those connected with out-patient departments in Cleve- 
land that the plan at this early date is working surprisingly well. 

There was extended discussion of the Detroit and Cleveland plans, par- 
ticularly the latter, from the point of view both of the administration of 
the plans, and of their professional and social bearings. 





The Hospital 

There is need for the coordination of various professional groups and 
facilities in each community for the modern practice of medicine in order 
to obviate the inadequacies of individual efforts, and to secure collective 
expressions of policy and the active participation of all the professional 
groups in the joint responsibilities. The hospital represents the common 
ground upon which the patient, the community, and the professional 
groups meet; it provides many of the specialized and expensive facilities 
needed for modern medical care; it embodies the general type of pro- 
fessional and lay organization which, with proper amplification, can best 
meet the problems presented ; it occupies a strategic position in the com- 
munity to coordinate the various professional, social, and economic activi- 
ties dealing with sickness, the training of physicians and other health 
workers, and the education of the local community in health matters. It 
is particularly adapted to the centralization of medical, health, and educa- 
tional activities in rural communities where the population is scattered, 
the number of persons needing specialized facilities is small, resources are 
limited, and the necessity of providing inducements which will attract 
well trained physicians, dentists, nurses, and other workers is pressing. 

It is likely that present methods of employing physicians for the care of 
the sick in hospitals and public clinics will be modified. The care of 
indigent patients, long considered the responsibility of the physician, is 
coming to be regarded as a proper charge against the community. Doctors 
should be compensated for their work in caring for the indigent sick, 
although their employment by hospitals or the community is likely to 
bring about a modification of the present independent status which they 
enjoy.—(Extracted from the Final Report of The Commission on Medical 
Education. ) 
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The Langton Block 
A Modern Hospital 
GEORGE FITZ PATRICK 


Superintendent, New South Wales Community Hospital, Inc., Sydney, Australia 


HE LANGTON BLock is the first unit of the New South Wales (Com- 

munity) Hospital. It only has sixteen beds and has accommodation 

for one hundred out-patients daily. There is actually no out-patient’s 
department, but what is known as the Examination Department. The 
board has aimed at not the biggest but the best hospital, and they say 
that it is the brains and not the bricks that will make the hospital great. 
This hospital is conducted not for private profit but for public service. 

The Examination Department is very fully equipped and has a full-time 
pathologist and a full-time pharmacist. Both these departments have 
been publicly commended by competent critics. 

In both the pharmacy and the pathology, little more than actual cost of 
the drugs or costs of pathology are charged. 

In the hospital itself there are no wards, but single rooms. These single 
rooms have their own color scheme, because the board appreciates the 
therapeutic value of color. In most of these rooms there are wireless 
and telephone. In every room there is hot and cold water and 
throughout the building iced filtered water. In each room there is a 
signaling system. The patient presses the bell, the bell rings, and a 
light burns until a nurse comes into the room and actually turns the bell 
off at the patient’s bed. 

Each patient has an individual thermometer because it is held that as 
an ordinary individual would not use a spoon which has been used by 
another person, so there is no reason to put into a mouth a thermometer 
that has been put into a dozen or a hundred different mouths without 
being sterilized. 

There is in the hospital a special form of bedrest invented by an Aus- 
tralian nurse that conforms to the curves of a patient’s back and prevents 
backache. 

Another Australian invention is the footrest. It eases the patient and 
prevents him from slipping down in the bed when propped up. 

Towels are not used in the Examination Department but automatically 
heated air dries the hands. 

One other feature is that when a patient is admitted a nurse, who is 
responsible, will show that patient to her room, tell her exactly what the 
cost of the operation will be and then the doctor is personally informed 
by the nurse of the patient’s admission and condition. 
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This hospital was erected, equipped, and opened free of debt. It cost 
£34,000 and the Government is now considering granting another 
£50,000 so that the second section of the work can be commenced. 


When completed and paid for, the hospital will house about one hundred 
beds and will be both a teaching and a training hospital. The idea of 
the board was to start where every other hospital has finished and take 
advantage of all that was perfected elsewhere, in Europe, England, and 
America. 

When I was in hospital even though I had two special nurses, one day 
and one night, I used to be wakened from my sleep in the cold gray dawn 
to be washed. As a patient I could never understand why restful slumber 
should be disturbed for this purpose. Now as a hospital executive I insist 
that no patient is to be wakened in order to be washed, whether he or 
she wakens at eight or at nine or ten o'clock. It seems to me to be better 
for an unwashed but refreshed patient to see the doctor rather than a 
tired but washed patient. 
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MepicaL Epucation.——-Final Report of the Commission on Medical Education, edited 
by its director of study, Dean Willard C. Rappleye, Columbia University College 
of Physicians and Surgeons, New York, N. Y. 

This valuable report is of special interest to hospital administrators, 
more particularly to those who are in charge of teaching hospitals. It 
reviews medical education in the United States as well as in other coun- 
tries, gives special attention to the public aspects of medicine, with the 
economic values pertaining thereto, devotes a section to medical needs of 
the general public, and more particularly outlines the relation of hospitals 
to medical education. 

Its chapter on “The Internship” is analytical and serves as an excellent 
guide both to the intern and the hospital in their mutual relationships. 

Its chapters on “Premedical Education” and on “The Medical Course” 
are especially interesting. It compares the educational system, both the 
undergraduate and postgraduate curricula, of the medical colleges of 
Europe with those of the United States. 

Its statistical tables incorporated in the appendix are accurate and cover 
such items of interest to hospitals as the summary of the growth of hos- 
pitals 1909-1931; number and capacity of hospitals according to size in 
1930; total of patient days according to types of service, distribution of 
hospitals and beds by size and towns; total bed capacity of hospitals ac- 
cording to types of service: percentage of beds occupied in hospitals 
according to types of service and according to ownership and control ; out- 
patient service and growth of out-patient departments; physicians con- 
nected with hospitals; approximate annual expenditures for medical 
Care, Stc. 

The order of arrangement of the substance matter, the care with which 
it has been compiled and the completeness of the information which this 
volume contains make it particularly useful to hospital administrators. 

_-.-—¢o 

Hospitals AND CHILD HeattuH.—Published by The Century Company, price $2.50. 
The author of this publication is the White House Conference on Child Health 
and Protection. It is a volume of 279 pages. 

The subject of hospitals and dispensaries as related to the care of the 
child is outlined in deiail. 

In its introduction it states that the hospital serves two main purposes : 
first, the care of the sick; second, the education of the professional and 
lay public. As to the first purpose it is necessary that a hospital have pri- 
marily the urge to serve; that is, that it place the welfare of the individual 
abeve everything else. “In the matter of education every hospital acts as 


a center. The physician who takes his cases to the hospital derives benefit 
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from the opportunity to work under better conditions and from his asso- 
ciation with other men; the intern, or resident, gets a training there for 
his life work, at the same time rendering invaluable service to the hospital 
and to the community. The social service worker puts into practice the 
theory which she has learned.” 

The volume emphasizes the fact that out of 905,246 beds in the United 
States, only 81,055 are for children, and that the number of hospital beds 
for children and bassinets in the institutions of this country are only 13 
per cent of the total. 

The volume analyzes the work of hospitals and dispensaries in the care 
of the sick child and draws particular attention to the necessity of con- 
valescent care for children and the institutions in which this care may 
be given. 

The section on “Medical Social Service” is of interest not only to those 
engaged in that work but to hospital administrators and public health 
workers. The chapter on “Community Relations” in this section is of 
particular interest. 

The volume presents a clearer picture on the care and health of the child 
and the hospital's contribution than has yet been presented and is one of 
the most valuable publications that the White House Conference on Child 
Health has offered. 


“ 
—%e 


MepicaL Care For THE AMERICAN Prop_e—F inal Report of the Committee on the 
Costs of Medical Care. It is published by the University of Chicago Press and 
can be bought at your bookstore for $1.50 or direct from the publishers at $1.60 
postpaid. 

The book discusses the cost of medical care and its relation to all our 
people rich and poor at a cost that can be reasonably met by them in their 
various stations in life. 

The book is based upon research work covering the last five years by 
the committee, which was an unofficial organization, composed of distin- 
guished physicians, public health officers, economists, and the general 
public. It is of special interest to hospitals for the reason that many of 
its conclusions and recommendations directly affect the hospitalization of 
our people. After emphasizing the uneven burden of the cost of illness, it 
suggests several ways in which this burden may be more satisfactorily 
distributed. The principle of group hospitalization insurance is outlined 
and recommended as an economy procedure of value both to the patient 
and to the hospital. 

It calls attention to the fact that hospital facilities bevond the needs of 
the community have been provided in many instances and that in other 
communities, particularly rural communities, there is a definite lack. It 
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suggests the desirability of a careful survey of community needs before 
new hospital construction is decided upon. 

The report should receive a very careful study and consideration upon 
the part of hospital administrators and more particularly by the members 
of the boards of trustees of our institutions. 

The book is particularly well written and well prepared; the informa- 
tion assembled is of definite value. 


o, 
— %e- 
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August 24 to December 28, 1932 
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APPLICATIONS FOR PERSONAL MEMBERSHIP 
August 24 to December 28, 1932 


Alabama 
Jones, Bess D., R.N., supt., Eliza Coffee Memorial Hospital, Florence. 
Moore, Sara D., supt., Bessemer General Hospital, Bessemer. 


California 
jaker, Rev. Harold E., First Methodist Episcopal Church, San Luis 
Obispo. 
District of Columbia 
Treadway, W. L., M.D., asst. surg. gen., Div. Mental Hygiene, U. S. 
Public Health Service, Washington. 


Georgia 
3ischoff, Lillian M., asst. supt., Grady Hospital, Atlanta. 
Butner, J. H., M.D., chief res. phys., Grad Hospital, Atlanta. 
Caraway, Billie B., anesth., Emory University Hospital, Emory University. 
Godwin, Anne, supvr., Emory University Hospital, Emory University. 
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Harriss, Jessie, diet., Emory University Hospital, Emory University. 

McDonald, Rosalie, anesth., Emory University Hospital, Emory University. 

Nelson, Lillian O., instr., Piedmont Hospital, Atlanta. 

Tennent, Willie L., asst. supt. nrs., Emory University Hospital, Emory 
University. 

Williams, Mary, night supvr., Emory University Hospital, Emory Uni- 
versity. 

Zimmerman, Lucile, ward supvr., 'mory University Hospital, Emory Uni- 
versity. 

Illinois 

Barnes, Harry T., supt., Elmhurst Hospital, Elmhurst. 

DeMooy, Crystine, secy., Presbyterian Hospital, Chicago. 

McCain, Lillian, diet., Provident Hospital and Training School, Chicago. 

Simmons, Marguerite, med. libr., Ravenswood Hospital, Chicago. 


Indiana 
Rickard, Frieda, R.N., asst. supt., Dukes Miami County Hospital, Peru. 


Massachusetts 


Egan, Sarah A., supt., Boston Floating Hospital, Boston. 


Michigan 
Linson, J. H., M.D., med. off. in charge, U. S. Marine Hospital, Detroit. 
McNeel, Mabel L., dir. sch. nrsg., Henry Ford Hospital, Detroit. 
“Rogers, Edward, asst. supt., U. S. Marine Hospital, Detroit. 
Minnesota 
Gardiner, Elizabeth G., asst. prof. social and civic work, University of 
Minnesota, Minneapolis. 
Missouri 
Jaker, Edith M., dir. soc. serv., Washington University Clinics & Allied 
Hospitals, St. Louis. 
New Jersey 
Balmos, Mrs. Harry L., trustee, Mountainside Hospital, Montclair. 
Davis, Robert J., trustee, Mountainside Hospital, Montclair. 


New York 
Budd, Bessie A., R.N., supt., Brooklyn Women’s Hospital, Brooklyn. 
Dean, Ada I., R.N., asst. supt., Memorial Hospital, Buffalo. 
Hammond, David Q., supt. and exec. vice-pres., N. Y. Homeopathic Med- 
ical College & Flower Hospital, New York. 
Hilker, Mrs. Josephine S., R.N., 1130 Greene Ave., Brooklyn. 
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Ohio 

Bedee, Charles H., chief engr., ‘Toledo Hospital, Toledo. 
Benfer, W. L.., bus. mgr., Toledo Hospital, Toledo. 
Cecilia, Sister M., supt., Mercy Hospital, Hamilton. 
Jackson, Mary, supt., Lodi Hospital, Lodi. 
Jordan, Ralph W., asst. supt., Sunny Acres Sanatorium, Warrensville. 
Kepler, R. E., mgr., People’s Hospital, Akron. 
Reilly, Margaret M., R.N., supt., Starling-Loving University Hospital, 

Columbus. 
Sourwine, Ruth V., auditor, Flower Hospital, Toledo. 
VanBuren, Francis R., supt., Children’s Hospital, Cincinnati. 
Wagner, H. W., supt., Alliance City Hospital, Alliance. 

Oklahoma 

Oldham, Mae B., R.N., supt. nrs., Oklahoma Baptist Hospital, Muskogee. 
Smith, H. C., bus. mgr., State University Hospital and Crippled Children’s 

Hospital, Oklahoma City. 

Pennsylvania 

Benjamin, Harry W., asst. supt., Mount Sinai Hospital, Philadelphia 
Hazzard A. R., supt., Easton Hospital, Easton. 


Tennessee 
Burt, Robert T., M.D., supt., Burt’s Home Infirmary, Clarksville. 
Ramsay, R. G., supt., Gartly-Ramsay Hospital, Memphis. 

Texas 
Beals, Eliza M., R.N., dir. nrs., Wichita General Hospital, Wichita Falls. 
Reemtsma, Frieda F., R.N., anesth., Wichita General Hospital, Wichita 
alls. 

Wisconsin 

Klingmann, Esther C., R.N., supt., Sheboygan Memorial Hospital, 


Sheboygan. 
Canada 


Stedman, James H., 5550 Cote St. Luc Road, Montreal, P. Q. 
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Arkansas 
Hot Springs——The contract for the building for the nurses’ quarters at 
the new Army and Navy General Hospital was let for the sum of $158,- 
000. It will be a four-story brick building located upon the hospital 
reservation site. 
California 


Los Angeles.—Bids for the construction of the acute unit at the Gen- 
eral Hospital were received on December 12 and contract awarded. 

Modesto.—Articles of incorporation have been filed for the Modesto 
Community Hospital and plans are being prepared for the construction 
of a $200,000 building. 

San Francisco.—Construction on the new ward for the Shriners’ Hos- 
pital for Crippled Children, to cost $40,000, was started December 15. 


Colorado 


Denver—The new annex to Mercy Hospital was dedicated Monday, 
December 12, by the Most Rev. Urban J. Vehr, bishop of Denver. The 
cost of new improvements to the hospital approximate $400,000. 


Florida 
Lake City.—Bids will be opened January 17 for the construction of 
additional accommodations at the Veterans Administration Hospital. 
Illinois 


Chicago.—The United States Marine Hospital of Chicago is rapidly 
nearing completion. An addition will provide room for 250 more beds 
and will cost, when completed, in the neighborhood of $510,000. 


New York 


Brooklyn.—The State Commissioner of Architecture announces that 
the three staff buildings of the Brooklyn State Hospital will be ready for 
occupancy early in March. As soon as the hospital personnel has been 
transferred to the new structures the central hospital—a seventy-eight 
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year old building—which has been used for their accommodations will be 
demolished and will be replaced by a seventeen-story skyscraper. 

Plans for the building of a $50,000 addition to the Brooklyn Women’s 
Hospital have been announced. Included in these plans are special accom- 
modations for the pediatric clinic and prenatal and postnatal care. 

Suffern—The Good Samaritan Hospital has approved plans drawn by 
Frank J. and Sylvester W. Murphy, architects of New York City, for the 
construction of the new hospital building to contain sixty-five beds. The 
building will be four stories in height and of brick and stone construction 
and will be started shortly after the first of the year. 


Wisconsin 


Antigo.—The Langlade County Memorial Hospital, constructed in 1930, 
by unanimous vote of the Langlade Memorial Hospital Association was 
given to the Religious Hospitalers of St. Joseph of Chatham, New Bruns- 
wick. The name of the hospital will be retained and the sisterhood or- 
ganization becoming the owners will spend $50,000 to put the building into 


operation. 


Be 
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Connecticut 
New London.—The Joseph Lawrence ree Public Hospital receives 
$15,000 under the terms of the will of Mrs. Myra C. D. Mead. 
Illinois 


Chicago—The Wesley Memorial Hospital was handed a check for 
$10,000 by Miss Maria Webb of Chicago. The use of this donation is 
unrestricted. 

Massachusetts 

Boston—The Boston Lying-in Hospital received a benefaction of 
$10,000 under the terms of the will of Miss Elizabeth A. Cotton, of 
3rookline. 

Missouri 

Kansas City —Mr. H. T. Poindexter in his will made an outright be- 
quest of $100,000 to St. Luke’s Hospital, this amount to be expended at 
the discretion of the hospital. Mr. Poindexter had been a member of the 
hoard of trustees of St. Luke’s Hospital for the past nineteen years. 

Under the terms of the will of Mrs. Clara Widmer, $50,000 is to be 
divided equally among the Home of the Little Sisters of the Poor, St. 
Anthony’s Home for Infants, St. Joseph’s Orphans’ Home for Girls, and 
Mercy Hospital. 

New York 

Mt. Vernon——The Mt. Vernon Hospital received a direct bequest of 
$20,000 and a trust fund of $100,000 by the will of Mrs. Frances M. 
Wilson. 

New York City.—Mr. William Rabb Craig in his will bequeathed $100,- 
000 to the Presbyterian Hospital. 

Mount Sinai Hospital received a bequest of $20,000 for the purpose of 
endowing a bed, under the will of Mrs. Esther W. Dryfoos. 

St. Francis’ Hospital received a bequest of $10,000 under the terms of 
the will of Katherine Brophy. 

Port Chester —The Presbyterian Hospital received a legacy of $72,000 
under the terms of the will of William Wilson Cook. 

White Plains —The White Plains Hospital has received $15,000 under 
the terms of the will of Mrs. Myra C. D. Mead. 
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Dr. Eugene A. Scharff, who has been superintendent of the St. Louis 
County Hospital, Clayton, Missouri, since the new building was completed 
in April 1931, resigned effective December 31. Dr. Scharff contributed a 
great deal in organizing and equipping the St. Louis County Hospital. 

or the past several months Dr. Scharff has been in failing health and 
upon the advice of his physician resigned to take a protracted rest with a 
change of climate. 

Dr. Scharff is recognized as a leading hospital administrator, and previ- 
ous to accepting the superintendency of the St. Louis County Hospital 
he was superintendent of the St. Louis City Hospital, one of the largest 
municipal institutions in the country. 

Thomas Drogis, superintendent of the St. Clair County Contagious Hos- 
pital of Belleville, Illinois, died from the effects of burns on December 11. 

Mrs. Etta Day McCutcheon, of Detroit, Michigan, has been appointed 
superintendent of the Chadron (Nebraska) Municipal Hospital to succeed 
Miss Edith Macey who resigned to accept a position at a Hollywood, 
California hospital. 

Dr. R. O. Hawthorne, superintendent of the State Hospital, Kankakee, 
Illinois, has resigned his position effective December 1. 

Dr. J. Harvey Jennett was appointed superintendent of the General 
Hospital, Kansas City, Missouri, succeeding the late Dr. Porter E. 
Williams. 

Mr. H. W. Wagner resigned as superintendent of the Alliance City 
(Ohio) Hospital effective January 1. 

Dr. H. H. Wilson has been appointed superintendent of the Western 
Oklahoma Tuberculosis Sanatorium of Clinton. 
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INCOMING GENERAL OFFICERS—1933 
PRESIDENT 
GeorGe F. StepHens, M.D., Winnipeg General Hospital, Winnipeg, Man. 
PRESIDENT-ELECT 
NATHANIAL W. Faxon, M.D., Strong Memorial Hospital, Rochester, N. Y. 
First Vice-PrESIDENT 
B. W. Brack, M.D., Alameda County Hospital, Oakland, Calif. 
SECOND VICE-PRESIDENT 
STEWART Hamitton, M.D., Harper Hospital, Detroit, Mich. 
Tuirp Vick-PRESIDENT 
LAKE JoHNsoN, Good Samaritan Hospital, Lexington, Ky. 
TREASURER 
Asa S. Bacon, Presbyterian Hospital, Chicago, III. 
Board OF TRUSTEES 
GrorGE F. STEPHENS, M.D., ex-officio, Winnipeg General Hospital, Winnipeg, Man. 
NATHANIEL W. Faxon, M.D., ex-officio, Strong Memorial Hospital, Rochester, N. Y. 
Asa S. Bacon, ex-officio, Presbyterian Hospital, Chicago, III. 
F. O. Bates, Roper Hospital, Charleston, S. C. Term expires 1934. 
Carotyn E. Davis, Good Samaritan Hospital, Portland, Ore. Term expires 1935. 
Paut H. Fester, Wesley Memorial Hospital, Chicago, Ill. Term expires 1933. 
Rev. Maurice F. Grirrin, St. Philomena’s Church, Cleveland, O. Term expires 1933. 
E. T. Otsen, M.D., Receiving Hospital, Detroit, Mich. Term expires 1934. 
ee H. Smitu, M.D., Johns Hopkins Hospital, Baltimore, Md. Term expires 
1935. 
EXECUTIVE SECRETARY 
Bert W. Catpwett, M.D., office of Association, 18 East Division St., Chicago, III. 
At the Detroit Convention in 1932 the Association approved the report of its 
Committee on Plan and Scope by its chairman, Dr. S. S. Goldwater, and authorized 
the Board of Trustees to select a Council of fifteen members to constitute the 
Council on Community Relations and Administrative Practice of the American 
Hospital Association. The members of the Council, after a five-year period, were 
to be appointed for a term of five years, the terms of three members expiring each 
year, with each incoming President to appoint with the approval of the Board of 
Trustees, three members of the Council. In order to secure the desirable rotation 
in tenure of service, the first council was appointed with three members to serve in 
each group appointed for one, two, three, four, and five year terms. 


COUNCIL ON COMMUNITY RELATIONS AND 
ADMINISTRATIVE PRACTICE (1933) 
S. S. Goldwater, M.D., Chairman, 1212 Fifth Ave, New York, N. Y. 


For one-year term: 
B. W. Black, M.D., Alameda County Hospital, Oakland, Calif. 
A. K. Haywood, M.D., Vancouver General Hospital, Vancouver, B. C. 


For two-year term: 
Joseph C. Doane, M.D., Jewish Hospital, Philadelphia, Pa. 
Ada Belle McCleery, Evanston Hospital, Evanston, III. 
Frederic A. Washburn, M.D., Massachusetts General Hospital, Boston, Mass. 


lor three-year term: 
G. Harvey Agnew, M.D., Dept. of Hospital Service, Canadian Medical Associa- 
tion, Toronto, Ontario. 
Basil C. MacLean, M.D., Touro Infirmary, New Orleans, La. 
Winford H. Smith, M.D., Johns Hopkins Hospital, Baltimore, Md. 
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For four-year term: 

R. C. Buerki, M.D., Wisconsin General Hospital, Madison, Wis. 

Mary L. Hicks, John N. Norton Memorial Hospital, Louisville, Ky. 

C. W. Munger, M.D., Grasslands Hospital, Valhalla, N. Y. 

‘or five-year term: 

Michaei M. Davis, Ph.D., Dir., Medical Service, Julius Rosenwald Fund, Chicago, 


~ 


Rev. Maurice I’. Griffin, St. Philomena’s Church, Cleveland, Ohio. 
W. S. Rankin, M.D., Duke Endowment, Charlotte, N. C. 
DEPARTMENTAL SECTIONS 

Sections of the Association are formed for the purpose of facilitating the discus- 
sion of the different phases of hospital activities by groups whose interests are 
centered in specific problems. These sections are established by the trustees in re- 
sponse to the need for the assembly of any departmental group, and are discontinued 
when the need no longer exists. 

Sections are expected to prepare and submit to the Association programs for their 
sessions. Their officers preside at their sessions and elect their own officers. Reso- 
lutions adopted by sections are considered as motions duly made and seconded before 
the General Assembly and may be voted upon without further preliminaries. 

SECTION OFFICERS (1933) 
ADMINISTRATION SECTION 
Chairman—George D. Sheats, Baptist Memorial Hospital, Memphis, Tenn. 
Secretary—A. M. Calvin, Midway and Mounds Park Hospitals, St. Paul, Minn. 
CONSTRUCTION SECTION 
Chairman—C. W. Munger, M.D., Grasslands Hospital, Valhalla, N. Y. 
Secretary—H. Eldridge Hannaford, 1024 Dixie Terminal Bldg., Cincinnati, O. 
CHILDREN’S HospitAL SECTION 
Chairman—Herman Schumm, M.D., 425 East Wisconsin Ave., Milwaukee, Wis. 
Secretary—Bena M. Henderson, Milwaukee Children’s Hospital, Milwaukee, Wis. 
Dietetic SECTION 
Chairman—Mary M. Harrington, Harper Hospital, Detroit, Mich. 
Secretary—Mabel MacLachlan, University of Michigan Hospital, Ann Arbor, Mich. 
NursSING SECTION 
Chairman—Dorothy Rogers, John Sealy Hospital, Galveston, Tex. 
Secretary—Carolyn E. Davis, Good Samaritan Hospital, Portland, Ore. 
Out-PatiENtT SECTION 
Chairman—John E. Ransom, Johns Hopkins Hospital, Baltimore, Md. 
Secretary—Ray Amberg, Student’s Health Service, University of Minnesota, Min- 
neapolis, Minn. 
SocrAL SERvICE SECTION 
Chairman—Mrs. Babette Jennings, Children’s Memorial Hospital, Chicago, Il. 
Secretary—Gertrude Smith, Butterworth Hospital, Grand Rapids, Mich. 
SMALL HospitAL SECTION _ 
Chairman—W. Hamilton Crawford, South Mississippi Infirmary, Hattiesburg, Miss. 
Secretary—Edna D. Price, R.N., Emerson Hospital, Concord, Mass. 
TEACHING AND Pusiic Hospitat SECTION 
(To be announced later.) 
TUBERCULOSIS SECTION 
Chairman—Bruce H. Douglas, M.D., Wm. H. Maybury Sanatorium, Northville, 
Mich. . le bl . . . + . . 
Secretary—Max Biesenthal, M.D., Jewish Tuberculosis Service, 307 N. Michigan 
Blvd., Chicago, Ill. - 
TRUSTEES’ SECTION 
(To be announced.) 
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COMMITTEES 
of the 
AMERICAN HOSPITAL ASSOCIATION 


The exceptional value of the constructive accomplishments of the Association, is 
largely due to the efforts expended by a small proportion of our membership serving 
on committees. From time to time special committees are authcrized by the trustees 
for the intensive study of problems which are deemed of sufficient importance to 
the whole hospital field to warrant the expenditure of the labor, time, and money 
entailed. 

Members of the Association having any contribution to make upon any of the 
subjects under consideration are cordially invited to send such information or sug- 
gestions to the office of the Association for the consideration of the committee con- 
cerned. 


STANDING COMMITTEES—1933 


CoNSTITUTION AND RULES 


Richard P. Borden, Chairman, Union Hospital, Fall River, Mass. 
John M. Peters, M.D., Rhode Island Hospital, Providence, R. I. 
Frederick A. Washburn, M.D., Massachusetts General Hospital, Boston, Mass. 


RESOLUTIONS COMMITTEE 


G. Harvey Agnew M.D., Chairman, Canadian Medical Association, Toronto, Ont. 
Marie Louis, Muhlenberg Hospital, Plainfield, N. J. 
J. R. Mannix, University Hospital, Cleveland, O. 


LEGISLATIVE COMMITTEE 


J. L. McElroy, M.D., Chairman, Medical College of Va. Hospital, Richmond, Va. 
M. H. Eichenlaub, Western Pennsylvania Hospital, Pittsburgh, Pa. 
Donald Smelzer, M.D., Graduate Hospital, Philadelphia, Pa. 


NOMINATING COMMITTEE 


W. L. Babcock, M.D., Chairman, Grace Hospital, Detroit, Mich. (1935) 
E. Muriel Anscombe, Jewish Hospital, St. Louis, Mo. (1933) 

Howard E. Bishop, Robert Packer Hospital, Sayre, Pa. (1934) 

Lewis A. Sexton, M.D., Hartford Hospital, Hartford, Conn. (1937) 
Frank J. Walter, St. Luke’s Hospital, Denver, Colo. (1936) 


MEMBERSHIP COMMITTEE 


Asa S. Bacon, Chairman, Presbyterian Hospital, Chicago, Ill. 

E. Muriel Anscombe, Jewish Hospital, St. Louis, Mo. 

B. W. Black, M.D., Alameda County Hospital, Oakland, Calif. 

Louis H. Burlingham, M.D., Barnes Hospital, St. Louis, Mo. 

W. R. Chenoweth, Royal Victoria Hospital, Montreal, P. Q. 

W. Hamilton Crawford, South Mississippi Infirmary, Hattiesburg, Miss. 
C. J. Cummings, Tacoma General Hospital, Tacoma, Wash. 

Ethel Johns, The Canadian Nurse, Montreal, Quebec. 

Marie Louis, Muhlenberg Hospital, Plainfield, N. J. 

Malcolmn T. MacEachern, M.D., American College of Surgeons, Chicago 
J. L. McElroy, M. D., Hospital Division, Medical College of Virginia, Richmond, Va. 
George O’Hanlon, M. D., Jersey City Hospital, Jersey City, N. J. 

Henry A. Rowland, Riverdale Isolation Hospital, Toronto, Ont. 

Lewis A. Sexton, M. D., Hartford Hospital, Hartford, Conn. 
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A new and epoch- 
making development | 





Utilization of Victor 
Oil-Immersed Shock 
Proof X-Ray Unit in 
Dr. Hawley’s New 
Orthopedic Table 
solves problems of 
long standing. 






















































HEN Dr. Hawley decided to 

redesign his original ortho- 
pedic table, he was determined to 
find a practical solution to the 
problem of incorporating x-ray ap- 
paratus for making radiographs in 
cases of fracture, and for reducing 
fractures under the fluoroscope— 
without the necessity of transfer- 
ring the patient from the table. 

Since the advent of the Victor 
“Oil-Immersed” Shock Proof X- 
Ray Apparatus, a number of seem- 
ingly insurmountable problems in 
x-ray diagnosis have found solu- 
tions. With both the x-ray trans- 
former andthe x-raytube immersed 
in oil and sealed within a grounded 
metal container, resulting in the 
complete elimination of all exposed 
high tension wires, the path was 
cleared for certain types of x-ray 
examination which the so-called 
“open type” equipment had always 
precluded. 

Dr. Hawley readily saw the pos- 
sibilities. No longer was it a ques- 
tion of how to avoid the danger 
of coming in contact with high 
tension wires. The x-ray tube could 
now be brought into any desired 
position to obtain the best diagnos- 
tic view, with utmost flexibility, 
simple and convenient for the op- 
erator, time saving, affording the 


maximum degree of comfort to the 
patient, and insuring a most effi- 
cient handling of the case. 

Consider the advantage in being 
able to quickly bring this Model 
“D” Mobile Shock Proof Unit into 
position alongside the new Hawley 
Table, for radiography of the frac- 
ture from above or from the side, 
or inswinging the tube head below 
for the purpose of fluoroscoping 
the fracture during reduction. Nei- 
ther the surgeon nor his assistant 
need concern himself about the 
close proximity of the x-ray tube to 
the field of operation, as this revo- 
lutionary design in x-ray apparatus 
provides 100% electrical safety. 

Another distinct feature in the 
Model “DD” Unit is its mobility. 
Although an important adjunct to 
the new Hawley table, it may be 
used as a utility unit in any other 
part of the hospital, for bedside 
x-ray diagnosis in rooms and wards, 
as well as in the operating room. 
A complete, self-contained x-ray 
plant, immediately energized by sim- 
ply plugging in to the nearest elec- 
tric convenience outlet. 

The Hawley-Scanlan Table and 
Model “D” Shock Proof Unit are 
fully described in a special broch- 
ure, a copy of which we will be 
glad to send you on request. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 Jackson Boulevard 


Fs Chicago, lll.,U.S.A. 








FORMERLY VICTOR AV) X-RAY CORPORATION 


Join us in the General Electric program broadcast every Sunday afternoon over a 
nationwide N. B. C. network 
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Ovurt-Patient COMMITTEE 


Frederick MacCurdy, M.D., Chairman, Vanderbilt Clinic, New York, N. Y. (1 year) 
Samuel Bradbury, M.D., Pennsylvania Hospital, Philadelphia, Pa. (1 year) 
James W. Manary, M.D., Boston City Hospital, Boston, Mass. (1 year) 

John E. Ransom, Johns Hopkins Hospital, Baltimore, Md. (1 year) 

Herman Smith, M.D., Michael Reese Hospital, Chicago, Ill. (3 vears) 


SPECIAL COMMITTEES—1933 
NATIONAL HospitaL Day 


Veronica Miller, Chairman, Henrotin Hospital, Chicago, III. 

Betty Eicke, Norwood Hospital, Norwood, Mass. 

Matthew O. Foley, Hospital Management, Chicago, II. 

Florence Gants, Vexarkana Sanitarium and Hospital, Texarkana, Tex. 

Rev. E. F. Garesche, Catholic Medical Mission Board, New York, N. Y. 

M. R. Kneifl, Catholic Hospital Association, St. Louis, Mo. 

Joseph R. Morrow, M.D., Bergen County Hospital, Ridgewood, N. J. 

E. M. McKee, Brantford General Hospital, Brantford, Ontario. 

Mary M. Roberts, American Journal of Nursing, New York, N. Y. 

Clinton F. Smith, Allen Memorial Hospital, Waterloo, Iowa 
EMPLOYEES’ RETIREMENT 

Robert Jolly, Chairman, Memorial Hospital, Houston, Texas 

George W. Miller, Morningside Hospital, Tulsa, Okla. 

Ralph M. Hueston, Silver Cross Hospital, Joliet, Ill. 


Louis J. Bristow, Southern Baptist Hospital, New Orleans, La. 
Mary C. Small, R.N., Missouri Pacitic Hospital, Little Rock, Ark. 


PLAN AND SCOPE 
S. S. Goldwater, M.D., Chairman, 1212 Fifth Ave., New York, N. Y. 


A. C. Bachmeyer, M.D, Cincinnati General Hospital, Cincinnati, O. 
Winford H. Smith, M.D., Johns Hopkins Hospital, Baltimore, Md. 


CLINICAL RECORDS 


Walter E. List, M.D., Chairman, Jewish Hospital, Cincinnati, O. 

W. D. Cutter, M.D., American Medical Association, Chicago, III. 

Jessie Harned, Rochester General Hospital, Rochester, N. Y. 

T. R. Ponton, M.D., 2409 Williams St, Augusta, Ga. 

S. Marx White, M.D., American College of Physicians, Minneapolis, Minn. 


Pusiic HEALTH RELATIONS 


A. J. Chesley, M.D., Chairman, State Health Department, St. Paul, Minn. 

William L. Coffey, Milwaukee County Institutions, Wauwatosa, Wis. 

General Hugh S. Cumming, Surgeon-General, U. S. Public Health Service, Wash- 
ington, D. C. 

J. L. Pomeroy, M.D., Department of Health, Los Angeles, Calif. 

Roderick T. Washburn, M.D., University of Alberta Hospital, Edmonton, Alberta 


Pusiic RELATIONS 


Malcolm T. MacEachern, M.D., Chairman, American College of Surgeons, Chicago, 


Ill. 

John A. McNamara, Secretary, Modern Hospital, Chicago, Ill. 

G. Harvey Agnew, M.D., Hospital Div., Canadian Medical Association, Toronto 2, 
Ont. 

Mrs. Lola M. Armstrong, Western Hospital Review, Los Angeles, Calif. 

B. W. Black, M.D., Alameda County Hospital, Oakland, Calif. 

Louis H. Burlingham, M.D., Barnes Hospital, St. Louis, Mo. 

General Hugh S. Cumming, Surgeon-General, U. S. Pub. Health Service, Wash- 
ington, D. C. 
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<a a hospitals sterilize 
dressings for one hour, othersfor 30 minutes. 
Some even sterilize on three successive days. 
Why do Diack controls and other sterilizer 
indicators so often fail to indicate steriliza- 
tion? The answer is — because sterilizing 
temperatures are not uniformly attained. 
This lack of uniformity is invariably due to 
improper air elimination. 


Somewhere in the shaded area of this 
chart lies the performance of the average 
sterilizer. It may be close to the lower curve. 
It will rarely exceed the performance in- 


Wie SPE ADA STERILIZERS 






dicated by the dotted curve—but if the air 
eliminating system is reliable, it is possible 
to attain and maintain conditions which 
will bring about “’factor-of-safety”’ sterili- 
zation indicated by the upper curve. 


The American Sterilizer Company is pre- 
pared to analyze your sterilizing facilities 
— prepared to offer understandable infor- 
mation which will lead to the establishment 
of a better system of sterilizing. Hospital 
executives are invited to visit our Research 
Laboratory or to communicate with our 
engineers on sterilizing problems. 


iT PAYS 
TO MODERNIZE OLD STERILIZERS 


AMERICAN STERILIZER COMPANY 


1208 PLUM ST., ERIE, 
200 Fifth Ave, New York City 


EASTERN SALES OFFICE: 


PENNSYLVANIA 


CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Calgary and Winnipeg 
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Michael M. Davis, Ph.D., Julius Rosenwald Fund, Chicago, Il. 

Joseph C. Doane, M.D., Jewish Hospital, Philadelphia, Pa. 

Paul H. Kesler, Wesley Memorial Hospital, Chicago, II. 

Matthew O. Foley, Hospital Management, Chicago, Il. 

S. S. Goldwater, M.D., 1212 Fifth Ave., New York, N. Y. 

Ethel Johns, R.N., The Canadian Nurse, Montreal, Quebec 

Robert Jolly, Memorial Hospital, Houston, Texas 

Alfred C. Meyer, Michael Reese Hospital, Chicago, Ill. 

*. G. Parnall, M.D., Rochester General Hospital, Rochester, N. Y. 
Mary M. Roberts, R.N., American Journal of Nursing, New York, N. Y. 
Homer F. Sanger, American Medical Association, Chicago, III. 

Rey. Alphonse Schwitalla, S.J., Catholic Hospital Ass’n, St. Louis, Mo. 
Lewis A. Sexton, M.D., Hartford Hospital, Hartford, Conn. 


HospirAL PLANNING AND EQUIPMENT 


Lucius R. Wilson, M.D., Chairman, John Sealy Hespital, Galveston, Tex. 
C..G. Pacnall, M-D:, Rochester General Hospital, Rochester, N. Y. 
H. K. Mohler, M.D., Jefferson Hospital, Philadelphia, Pa. 
Joseph R. Morrow, M.D., Bergen County Hospital, Ridgewood, N. J. 
—— U. Norris, Woman's Hospital, New York, N. Y. 

W. Munger, M.D., Grasslands Hospital, Valhalla, N. Y. 
‘ J. Swanson, Toronto Western Hospital, Toronto, Ont. 


SIMPLIFICATION AND STANDARDIZATION OF Hospital FURNISHINGS, SUPPLIES 
AND EQUIPMENT 


yom M. Smith, Chairman, Hahnemann Hospital, Philadelphia, Pa. 
Guy J. Clark, Cleveland Hospital Council, Cleveland, O. 

A. K. Haywood, M.D., Vancouver General Hospital, Vancouver, B. C. 
May A. Middleton, Methodist Episcopal Hospital, Philadelphia, Pa. 
Sister Mary Veronica, John B. Murphy Hospital, Chicago, III. 

Roy Watson, Kahler Corporation, Rochester, Minn. 


WorKMEN’S COMPENSATION 


F. Stanley Howe, Chairman, Orange Memorial Hospital, Orange, N. J. 
J. Rollin French, M.D., Golden State Hospital, Los Angeles, Calif. 
Milton W. Gatch, Maryland General Hospital, Baltimore, Md. 

Charles H. Sprague, M.D., Broadlawns Hospital, Des Moines, Iowa 
Melvin L. Sutley, Delaware County Hospital, Drexel Hill, Pa. 

Franklin W. Wood, M.D., McLean Hospital, Waverley, Mass. 


AUTOPSIES 


Maurice Dubin, Chairman, Mount Sinai Hospital, Chicago, III. 

E. M. Bluestone, M.D., Montefiore —— New York, N. Y. 

Fred G. Carter, M.D.. Ancker Hospital, Paul, Minn. 

Charles W Moots, M.D., American geal of Surgeons, Mentone, Calif. 
Dean Maurice H. Rees, M.D., University of Colorado Hospital, Denver, Colo. 


CoMMITTEE TO Co-OPERATE WITH THE VETERANS BUREAU, AMERICAN LEGION, AND 
OTHER ORGANIZATIONS INTERESTED IN THE CARE OF THE SICK AND 
DISABLED VETERANS 


N. W. Faxon, M.D., Chairman, Strong Memorial Hospital, Rochester, N. Y. 


Paul H. Fesler, Wesley Memorial Hospital, Chicago, IIl. 
John D. McLean, M.D., Rush Hospital, Philadelphia, Pa. 
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If you can’t increase business 
you Can cut expenses 





If your heating or ventilating system is being controlled 
by hand or by some system of control that is not working 
properly, you are losing hundreds and possibly thousands 
of dollars through OVER-heating. 


Why not take steps now to make a decided reduction in 
the cost of heating your buildings during the coming 
heating season with Powers Automatic Temperature Con- 
trol? 


Some users state that fuel savings alone pay back its cost 
the first year—others report two to three years. As Pow- 
ers Control often gives 15 to 20 years of Accurate, De- 
pendable regulation without repairs, it is a very profit- 
able investment. 

One of the many popular types of Powers temperature 
control is illustrated here. Upon request we shall be glad 
to study your requirements and submit an estimate cov- 
ering the type of control best suited for your particu- 
lar requirements. 


Write today for Estimate 


The Powers Regulator Co. 
40 Years of Specialization in Temperature Control 


2735 Greenview Ave. 


231 E. 46th St. 


Chicago 
New York 
Offices in 43 Cities 


THERMOSTAT 


_— 






CONTROL 





The Thermostatic 
Radiator Valve with wall 
type thermostat. Requires 
no compressed air or elec- 
tricity. Easy to install in 
either old or new buildings. 


Powers 
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CONTROL|| | | | 
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The Powers Thermostatic 
Radiator Valve with bulb 
type thermostat. 


THERMOSTATIC RADIATOR VALVE 
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THERMOSTAT BULB 


The Powers Thermostatie 
Radiator Valve with bulb 
type thermostat controling 
concealed radiator. 
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CoMMITTEE ON HospitaL INcoME AND BED OccuPANCy 
C. Rufus Rorem, Chairman, Julius Rosenwald Fund, Chicago, I]. 
W. R. Chenoweth, Royal Victoria Hospital, Montreal, P. Q. 
Guy J. Clark, Cleveland Hospital Council, Cleveland, Ohio 
Lewis N. Clark, Germantown Dispensary and Hospital, Philadelphia, Pa. 
R. A. Seymour, M.D., City Hospital, Saskatoon, Sask. 
F. Stanley Howe, Orange Memorial Hospital, Orange, N. J. 
Homer Wickenden, United Hospital Fund, New York, N. Y. 


CoMMITTEE TO Stupy Reports OF COMMITTEE ON Costs oF MeEpICAL CARE 


Michael M. Davis, Ph.D., Chairman, Julius Rosenwald Fund, Chicago, Ill. 
W. S. Rankin, M.D., Duke Endowment, Charlotte, N. C. 
Herman Smith, M.D., Michael Reese Hospital, Chicago, Il. 


CoMMITTEE ON NOMENCLATURE IN UNIFORM STAFF ORGANIZATION 
Boris Fingerhood, Chairman, Israel Zion Hospital, Brooklyn, N. Y. 
Carl P. Wright, Syracuse General Hospital, Syracuse, N. Y. 
Alex N. Thomson, Medical Society of Kings County, 1313 Bedford Ave., Brook- 
ivn, (No YY, 


COMMITTEE ON STATISTICS OF THE AMERICAN HospitaL Association to Work 
WitH ComMITTEE ON INSTITUTIONAL STATISTICS OF THE AMERICAN 
STATISTICAL ASSOCIATION 


Joseph J. Weber, Chairman, Vassar Brothers Hospital, Poughkeepsie, N. Y. 
E. M. Bluestone, M.D., Montefiore Hospital, New York, N. Y 
George O’Hanlon, M.D., Jersey City Hospital, Jersey City, N. J. 
DELEGATES 
DELEGATES TO AMERICAN Pusiic HEALTH AssociATION COMMITTEE ON ORGANIZED 
CARE OF THE SICK 
C. G. Parnall, M.D., Rochester General Hospital, Rochester, N. Y. 
W. S. Rankin, M.D., Duke Endowment, Charlotte, N. C. 
D. L. Richardson, M.D., Chas. V. Chapin Hospital, Providence, R. I. 
DELEGATE TO AMERICAN CONFERENCE ON HospitAL SERVICE 
Asa S. Bacon, Presbyterian Hospital, Chicago, III. 
DELEGATE TO COMMITTEE ON GRADING OF NURSING SCHOOLS 


Joseph B. Howland, M.D.. Peter Bent Brigham Hospital, Boston, Mass 
Ada Belle McCleary, Evanston Hospital, Evanston, Ill. (Alternate) 
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Coming Meetings 

Council on Medical Education and Hospitals, American Medical Associa- 
tion, Chicago, February 13-14. 

New England Hospital Association, Boston, February 17-18. 

Western Hospital Association, Long Beach, Calif... February 22-25. 

Pan-American Medical Association, Dallas, March 21. 

Hospital Association of Pennsylvania, Philadelphia, March 21-23. 

Florida Hospital Association, Ocala, March or April. 

Iowa Hospital Association, Marshalltown, April 19-20. 

Joint Conference of Illinois, Indiana and Wisconsin Hospital Associations, 
Chicago, May 3-5. 

Connecticut Hospital Association, Torrington, May 5. 

Mississippi Hospital Association, Jackson, May 8. - 

Joint Conference of North Carolina, South Carolina and Virginia Hospital 
Associations, Charleston, S. C., May, 1933. 

Ohio Hospital Association, Columbus, May 10 (tentative). 

Midwest Hospital Association, May 26-27. 

American Association of Hospital Social Workers (annual meeting), 
Detroit, June 11-17. 

American Medical Association, Milwaukee, June 12-16. 

International Hospital Congress, Knocke s/Mer, Belgium. 

International Council of Nurses, Brussels and Paris, July 9-14. 

Hospital Association of West Virginia, September 7 (tentative). 

American Hospital Association, Milwaukee, September 11-15. 

American Protestant Hospital Association, Milwaukee, September 8-11. 

American College of Surgeons, Chicago, October 1. 

Association of Record Librarians of North America, Chicago, October. 

American Public Health Association, Indianapolis, October 8. 


Ontario Hospital Association, Toronto, October 25-27 (tentative). 
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OFFICERS OF THE STATE, PROVINCIAL, AND ALLIED 
ASSOCIATIONS 
Alabama Hospital Association 
President—Dr. French H. Craddock, Sylacauga. 
Secretary—Miss Bertha McElderry, Talladega. 
Alberta Hospital Association 
President—Mr. A. T. Stephenson, Municipal Hospital, Red Deer. 
Secretary—Mr. T. Cox, Edmonton. 
American Protestant Hospital Association 
President—Dr. A. O. Fonkalsrud, Mansfield General Hospital, Mans- 
field, Ohio. 
Secretary—Dr. Frank C. English, 3233 Griest Ave., Cincinnati. 
Arkansas Hospital Association 
President—Monsignor John P. Fisher, Diocesan Dir. of Hospitals, 
Little Rock. 
Secretary—Mr. T. J. McGinty, Davis Hospital, Pine Bluff. 
British Columbia Hospitals Association 
President—Mr. J. M. Coady, St. Paul’s Hospital, Vancouver 
Secretary—Mr. J. H. McVety, Vancouver. 
Canadian Hospital Council 
President—Dr. F. W. Routley, Toronto. 
Secretary—Dr. Harvey Agnew, Toronto. 
Children’s Hospital Association 
President—Dr. Joseph A. Brenneman, Children’s Mem. Hosp., Chicago. 
Secretary—Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 
Colorado Hospital Association 
President—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 
Secretary—Mr. Wm. S. McNary, University of Colorado, Denver. 
Connecticut Hospital Association 
President—Mr. Oliver H. Bartine, Bridgeport Hospital, Bridgeport. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 
Department of Hospital Service, Canadian Medical Association 
Secretary—Dr. Harvey Agnew, 184 College St., Toronto. 
Florida Hospital Association 
President—Dr. W. L. Shackelford, Good Samaritan Hospital, West 
Palm Beach. 
Secretary—Mr., Fred M. Walker, Duval County Hospital, Jacksonville. 
Georgia Hospital Association 
President— Miss Annie Bess Feebeck, Grady Hospital, Atlanta. 
Secretary— Mr. George R. Burt, Piedmont Hospital, Atlanta 


[140] 








Stinting the Pharmacy? 


®@ In allotting appropriations to your different departments two 
facts are sometimes overlooked in connection with the pharmacy: 


1. Successful treatment hinges just as vitally upon the efficacy 
of drugs, as upon such other factors as correct diagnosis, 
good nursing care and pleasant environment. 


2. The average total cost of a pharmacy, including salaries, rep- 
resents only about 3 per cent of total maintenance cost. 


® Few hospital executives sanction the building of additions which 
do not reflect the latest ideas in design, layout and beauty. Few 
would not specify the best in apparatus and equipment. Yet execu- 
tives frequently turn to the drug department, so vital to the institu- 
tion, as the place to begin paring down operating costs to meet 
deficits. 


® Therapeutic agents are the physician’s weapons for battling dis- 
ease. His prescription is his request for what in his judgment, born 
of experience, is the most effective agent for fighting each particular 
case. When your pharmacist is obliged to tell him “We do not stock 
that remedy,” the physician is without doubt handicapped and is 
obliged to use something in which he has less faith. 


® Give your drug department the fair deal it deserves. Use of 
less efficient remedies because of cheaper price is not economy in 
the long run and strikes at the very purpose for which all institu- 
tions are erected. Stock only the best in medicines—and that does 
not apply only to Roche products. 


Allonal, Digalen, Pantopon and other Roche 

“Medicines of Rare Quality” are sold to institu- 

tions at special low prices, below what you 

would often pay for commonplace remedies. 
Write to our 


Hospital Sales Department 
for new 1932 price list. 


HoOFFMANN-LAROCHE, INc. Nutley, N. J. 
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Hospital Association of the State of Illinois 
President— Mr. J. Dewey Lutes, Ravenswood Hospital, Chicago. 
Secretary—Mr. E. I. Erickson, Augustana Hospital, Chicago. 
Indiana Hospital Association 
President— Mr. Geo. W. Wolf, Lafayette Home Hospital, Lafayette. 
Secretarv—Miss Gladys Brandt, Cass County Hospital, Logansport. 
lowa Hospital Association 
President—Mr. Clinton I. Smith, Allen Memorial Hospital, Waterloo. 
Secretary— Mr. E. C. Pohlman, University Hospital, lowa City. 
Kansas Hospital Association 
President—Reyv. John E. Lander, Wesley Hospital, Wichita. 
Secretary—Dr. John T. Axtell, Axtell Christian Hospital, Newton. 
Kentucky Hospital Association 
President—Miss Agnes O’Roke, Kosair Crippled Children’s Hospital, 
Louisville. 
Secretary—Mrs. Madge Hamnette, Children’s Free Hospital, Louisville. 
Louisiana Hospital Association 
President—Dr. Clarence Pierson, Central Louisiana State Hospital, 
Pineville. 
Secretary—Miss Harriet 1.. Mather, Southern Baptist Hospital, New 
Orleans. 
Maine Hospital Association 
President—Dr. T. A. Devan, Eastern Maine Gen. Hospital, Bangor. 
Secretary—Miss Margaret Hebut, Gardiner Hospital, Gardiner. 
Manitoba Hospital Association 
President—Mr. J. H. Metcalfe, Portage la Prairie. 
Secretary—Dr. G. S. Williams, Children’s Hospital of Winnipeg. 
Maritime Conference, Catholic Hospital Association 
President—Sister M. Beatrice, St. Martha’s Hospital, Antigonish, N. S. 
Secretary—Sister John Baptist, St. Martha’s Hospital, Antigonish, N. S. 
Michigan Hospital Association 
President—Dr. E, T. Olsen, Receiving Hospital, Detroit. 
Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 
Mid-West Hospital Association 
President—Mr. J. R. Smiley, St. Luke’s Hospital, Kansas City, Mo. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Minnesota Hospital Association 
President—Mr. James McNee, St. Luke’s Hospital, Duluth. 
Secretary—Mr. A. M. Calvin, Midway and Mounds Park Hospitals, 
St. Paul. 
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“We HAVE a 
Standardized 
Hospital Record 
for Every 








Purpose” 








American College of Surgeons Hospital Forms. 
American Hospital Association Record Forms. 


Ponton Nomenclature, Cross-Indexing and 
Record Forms. 


PR Series Hospital Record Forms. 
PR Series Bound Hospital Books. 


Bell, New York, Ohio, Virginia, Louisiana, 
North Carolina, Georgia, Wisconsin 
and Colorado Training School Forms. 


« « » » 


Physicians’ Record Co. 


The Largest Publishers of 
Hospital and Medical Records } 


161 W. Harrison St. Chicago, Ill. 
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Mississippi Hospital Association 
President—Dr. J. Gould Gardner, Columbia Clinic Hospital, Columbia. 
Secretary—Dr. Leon S. Lippincott, Vicksburg Sanitarium, Vicksburg. 
Missouri Hospital Association 
President—Mr. E. E. King, Missouri Baptist Hospital, St. Louis 
Secretary— Mr. W. J. Grolton, Missouri Pacific Hospital, St. Loris 
Montreal Hospital Council 
President—Dr. L. A. Lessard, Notre Dame Hospital, Montreal. 





Secretary—Dr. A. L. C. Gilday, Montreal General Hospital, Western 
Div., Montreal. 
Nebraska Hospital Association 
President—Mr. I’. J. Bean, University Hospital, Omaha. 
Secretary— Miss J. L. MacDonald, Clarkson Hospital, (Omaha. 
New Brunswick Hospital Association 
President—Dr. S. R. D. Hewitt, General Hospital, St. John. 
Secretary—Mr. red I. Haviland, Box 897, Fredericton, N. B. 
New England Hospital Association 
President—Miss Bertha W. Allen, Newton Hospital, Newton, Mass. 
Secretary—Dr. Albert G. Engelbach, Massachusetts Gen. Hosp., Boston. 
New Jersey Hospital Association 
President—Dr. Guy Payne, Essex County Hospital for Mental Diseases, 
Cedar Grove. 
Secretary—Mr. Charles I. Dwyer, Newark City Hospital, Newark. 
Hospital Association of the State of New York 
President—Mr. Boris Fingerhood, United Israel-Zion Hospital, 
Brooklyn. 
Secretary—Mr. Julian Funt, Beth Israel Hospital, New York City. 
North Carolina Hospital Association 
President—Dr. R. B. Davis, Greensboro. 
Secretary— Mr. Edward G. Farmer, Carolina General Hospital, Wilson. 
Northwest Hospital Association 
President—Mr. J. W. Efaw, Seattle General Hospital, Seattle, Wash. 
Secretary—Rev. Axel M. Green, Emanuel Hospital, Portland, Ore. 
Hospital Association of Nova Scotia and Prince Edward Island 
President—Rev. H. G. Wright, Inverness, N. S. 
Secretary— Miss Ann Slattery, B.A., R.N., Dalhousie University, Hali- 
fax, N. S. 
Ohio Hospital Association 
President—Miss Mary A. Jamieson, Grant Hospital, Columbus. 
Secretary—Mr. J. R. Mannix, Lakeside Hospital, Cleveland. 
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Oklahoma Hospital Association 
President—Dr. A. J. Weedn, Weedn Hospital, Duncan. 
Secretary—Mr. R. L. Loy, Jr., Oklahoma City General Hospital, Okla- 
homa City. 
Ontario Hospital Association 
President-—Dr. John Ferguson, Toronto. 
Secretary—Dr. I. W. Routley, 314 Medical Arts Bldg., Toronto. 
Ontario Catholic Hospital Association 
President—Sister Madeline of Jesus, Ottawa General Hospital, Ottawa. 
Secretarv—Sister Margaret, St. Michael’s Hospital, Toronto. 
Hospital Association of Pennsylvania 
President—Mr. John M. Smith, Hahnemann Hospital, Philadelphia. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 
Prairie Catholic Hospital Association 
President—Mother Laberge, Edmonton General Hospital, Edmonton, 
Alberta. 
Secretarv—Sister S. Albert, St. Joseph’s Hospital, Winnipeg, Manitoba. 
Hospital Association of Rhode Island 
President—Dr. Harry L. Barnes, State Sanatorium, Wallum Lake. 
Secretary—Mr. Charles M. Hoffman, Miriam Hospital, Providence. 
Saskatchewan Hospital Association 
President—Mr. Leonard Shaw, Moose Jaw General Hospital, Moose 
Jaw. 
Secretary—Mr. G. E. Patterson, General Hospital, Regina. 
South Carolina Hospital Association 
President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary— Mr. H. H. McGill, Columbia Hospital, Columbia. 
South Dakota Hospital Association 
President—Dr. H. J. Bartron, Bartron Hospital, Watertown. 
Secretary— Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 
Southern Methodist Hospital Association 
President—Rev. C. W. Webdell, St. Louis, Mo. 
Secretary— Mr. Fred Barnett, Atlanta, Ga. 
Tennessee Hospital Association 
President—Mr. George D. Sheats, Baptist Memorial Hospital, Memphis. 
Secretary—Mr. B. P. Moffatt, Methodist Hospital, Memphis. 
Texas Hospital Association 
President—Rev. C. Q. Smith, Methodist Hospital, Fort Worth. 
Secretary— Miss Ira Davis, Scott and White Hospital, Temple. 
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The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of 
any orthopaedic problem that may pre- 
sent itself in the bed care of orthopaedic 
patients. 


Circular will be sent upon request 


FRANK A. HA.ct & Sons 


118-122 Baxter Street 
NEW YORK CITY 
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Virginia Hospital Association 
President—Dr. John Bell Williams, St. Luke’s Hospital, Richmond. 
Secretary—Mr. M. Haskins Coleman, Jr., Johnston-Willis Hospital, 

Richmond. 

Western Hospital Association 
President—Dr. B. W. Black, Highland Hospital, Oakland. 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, Los 

Angeles. 

West Virginia Hospital Association 
President—Dr. Albert G. Rutherford, Welch Hospital, Welch. 
Secretary—Mr. Joe W. Savage, P. O. Box 1541, Charleston. 

Wisconsin Hospital Association 
President—Dr. R. C. Buerki, Wisconsin General Hospital, Madison. 
Secretary—Mr. J. G. Crownhart, State Medical Society of \Wisconsin 

Madison. 

American Association of Hospital Social Workers 
President—Miss Elizabeth Wisner, Tulane’ University, New Orleans. 
Secretary—Miss Ruth E. Lewis, Washington Univ. Hospitals, St. Louis. 








“To What Extent Should 
Hospitals Finance Nursing 
Education?” 


“How a Small Hospital 
Can Nurse Its Patients 
without a School.” 


“Teamwork within the 
Hospital.” 


“Quality of Nursing Serv- 
ice as Affected by Hospital 
Equipment.” 


Do these topics interest 
you? See the American 
Journal of Nursing for June 
and July, and watch future 
numbers for kindred dis- 
cussions. 


American Journal of Nursing 
450 Seventh Avenue, New York City 


$3.00 a year 35 cents a single copy 
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Announeing 


American and Canadian 


Mospitals 


A complete, accurate, authoritative, useful reference 
book on the hospitals and allied institutions of the 
United States and Possessions, and the Dominion 
of Canada. 


American and Canadian Hospitals gives the following information 
about thousands of hospitals and allied institutions: classification as 
to type; services available; capacity; special departments; ownership 
and control; approvals for internship, residency in a specialty and 
standardization, if any; architect who planned building; affiliations with 
medical schools, if any; comprehensive financial and statistical data; 
history of institution; full names of officers of governing body and 
hospital executives. 

It contains the histories of all the national organizations in and 


allied with the regular hospital field, brief histories of nursing orders 


(both Catholic and Protestant), information on endowments, founda- 


7 
tions and funds in the regular hospital field, etc. f 
a ; : A : ¢ 
[he directory is a quarto volume of approximately 4 
1,200 pages with a gold-stamped fabrikoid binding. si 
/ Midwest 
: Midwes 
$10.00 postpaid. y ae e 
a Publishers 


4 Co., 1645 
Pa Hennepin Ave., 


Prepared and published by 


e * 
Midw ext Publishers a Minneapolis, Minn. 
Company ff Gentlemen: Enclosed 
1645 Hennepin Ave. 7 find check ( ) money or- 
Minneapolis, Minnesota der ( )} 166-Se.ccccexey for 
Edited by James Clark Fifield under Fo which please SCMUINEs owns cans 
the direction and supervision of 7 copies of the book AMERICAN 
American Hospital af and CANADIAN HOSPITALS. 
e ° SIMMER oc co ewene mee wens eens 
Association PMs 
i IUCR Corie oN ueled so sid cae eee eee 
wf RANEY ocean ea conus bce wdowanuaademewens 
Fe eR ae eR Tee TT Ee 














Technical Bulletins of the 
American Hospital Association 


BULLETIN 





NUMBER CONTENTS PRICE 
AA WDisinteckion cater Contagion << 0 0iie<deek aio esa's wawnene ds cabedeatee hae n/c 
Ay “Report ot “Committee von IMIOOES 03.4 ois nokia iaio eivreslero ss abe ee ieee aloaae ee 50c 
48 A Report of Committee on Buildings: Construction, Equipment, and Mainte- 
eh tratey (5) Aaa ec ane eae peal gE ABN a oc a 10 Ont RES eta Sate. er PN ene SP ena 35c¢ 
49 Report of Committee on Laundry Equipment and Supplies (1922)......... 25c 
49 A Report of Committee on Laundry Equipment and Supplies (1923)......... 25¢ 
50 Report of Committee on Hospital Forms Pertaining to Annual Reports (1922) 25c 
50A Report of Committee on Hospital Forms (1923).............ccccceeeceees 5c 
51 Report of Special Committee on Gauze Renovation (1922)................ 25¢ 
51A Report of Committee on Gauze Renovation (192Z3)................ eee eeees 25c 
52 Handling of Narcotics in Hospitals not Maintaining Licensed Druggists... n/c 
55 Report of Committee on Training for Hospital Social Work.............. 50c 
57. Report of Committee on Foods and Equipment for Food Service (1923)... 25c¢ 
58 Special Report of Sub-committee on X-ray Departments and Work........ 25c 
50” sHlospital nM peratine HvGuUneS: Gc... cctee cic cieis nee scaseiaahalea 910 6 Saree wimiiele esseioare n/c 
60 Report of Special Committee on Cleaning. «0... 65... ccs c ccc sscetisiesstie nts 50c 
61 Report of Committee on Buildings: Construction, Equipment, and Mainte- 
rhe Tor oiae (L222: 1h SM oa ogee Mtnn MLE CEN ee oR S eee Cer N ey eae 35c 
62 Report of Committee on Foods and Equipment for Food Service (1924).... 25c 
66 Report of Committee on Accounting and Records................-ee0eeee 50¢ 
68 Report of Committee on Buildings: Construction, Equipment, and Mainte- 
HEY 11 ehoget 6 (5 A ere oar ne eed a rE Ura en ENR Se ecsene Neeeae 5c 
69° Report:of Committec:on ‘County Hospitals... ciccvaciicwes cscs seo ed's 50c 
73, Report of Committee on Out-Patient Work (1928).............. cece cence 50c 
76 Report of Committee on Hospital Organization and Management (1930)... 50¢ 
77 Report of Committee on Postmortem Examinations (1930)............... 50c 
78 MReport-ot Library Gommiitiee ClO30)):. ccc... sieio0 ma sear oak bea eae ese n/c 
79. Keport of Out-Patient Committee (1980) «oc occ ccc ccwerecieraveewsses 50c 
80 Report of Committee on Hospital Planning and Equipment (1930)........ 50¢ 
81 Report of Committee on Fire Insurance Rates (1931).................06. 50c 
82° Report of Committee on Autopsies CLOSL) 6. i.csceic ec oe ck dee be sedwieee 50c 
83 Report of Legislative Reference Committee (1931)..................000. 50c 
84 ‘Report of GComunrtiee on Narcotics (1951) «..c.6 cccss ccs aden sca vdesde es 50c 
85 Report of Committee on Public Health Relations (1931)................. 50¢ 
86 Report of Committee on Hospital Planning and Equipment (1931)......... 50¢ 
S7 “Report of Out-Patient Committee (19S)): 5. occ ove e eee ec cc eso caieloaaiices 50c 
88 Report of Committee on Hospital Organization and Management (1931)... 50c 
89 Report of Committee on Employees’ Retirement (1931).................. 50c 
90 Report of Committee on Simp.ification and Standardization of Furnishings, 
Suppies, and Equipment (C1960). occas. ous cba oa weg ea yak wove crema « 50¢ 
91 Report of Committee on Workmen’s Compensation and Liability (1931)... 50c 
93 Report of Committee on Hospital Planning and Equipment (1932)......... 50c 
94 Report of Legislative Reference Committee (1932)........... 0.00000 cece 50c 
95 Report of Committee on Nomenclature in Uniform Staff Organization (1932) 50c 
96 Report of Committee on Bed Occupancy of Hospitals (1932)............. 50c 
97 Report of ‘Committee on Autopsies’ (1932) cock ossie ces coves os ce vled dees es 50c 
99 Report of Committee on Employees’ Retirement (1932)................05: 50c 
100 Report of Committee on Clinical Records (1932)............0ccceee cece 50c 
101 Report of Committee on Workmen’s Compensation and Liability Insur- 
ACE x (ROIS ec cvencxcisessomcos aera ay ot tars aiste herp ativat onaatete chek ralarrarchs savor Wovabayeraonomiat orice 50c 
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